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PART II CHAPTER 600 
 

CONDITIONS OF PARTICIPATION 
 
 601. General Criteria 
 
  In addition to the general conditions of participation identified in Part I, Section 

106 of this manual, providers in the Home Health Services Program must meet 
the following conditions: 

 
  601.1 Licensure and Certification 
 
    A. The home health agency must be currently licensed by the 

Standards and Licensure Unit of the Department of Human 
Resources.   

 
    B. The home health agency must be currently certified to render 

services under Medicare (Title XVIII). 
 
     Copies of the following documents must be submitted with the 

enrollment application: 
 
     1. The Medicare certification notice, indicating the counties for 

which the agency has certification, with the Medicare 
provider number; and 

 
2. A copy of the License issued by the DHR Standards and 

Licensure office indicating services approved and the 
counties in which the agency is licensed to operate. 

 
Rev.     3. A copy of the completed Office of Regulatory Services  
1/01       (ORS) ownership disclosure form or a copy of the Division's 
      ownership disclosure form. 
 
    C. Home health agencies established after June 30, 1979 must be 

approved by and possess a Certificate of Need from the State 
Health Planning Agency.  A copy of such certification must be 
submitted with the enrollment application. 

 
     Home health agencies established prior to July 1, 1979 must 

present certification of start-up date. 
 
    D. The information requested above should be submitted in one 

packet along with a completed DMA Statement of Participation to: 
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Rev.      Georgia Health Partnership - CIC 
4/03      Provider Enrollment Unit   
      P. O. Box 88030 
      Atlanta, GA 30356 
 

601.2      The home health agency must maintain current clinical records on all 
patients as described in Section 904. 

 
601.3      The home health agency must maintain justification for home health 

    services in the Plan of Care with a copy of the signed physician orders. 
   . 
  601.4 The home health agency must agree to periodic, on-site patient care 

reviews and financial audits by authorized representatives of the 
Division. 

 
  601.5 The home health agency must not bill the Division more than the rate 

charged private pay patients for similar services.  The agency must 
maintain and make available records of both Medicaid and private pay 
patients for a minimum of three years in order to document compliance 
with this provision. 

 
  601.6 The home health agency must bill only for completed services rendered in 

the patient's home.  If the agency attempts to visit a patient and the patient 
is not at home, the agency must not bill the Division for an attempted visit. 
 Efforts made by home health agencies to bill the Division for service 
visits to patients not at home will not be reimbursed, or reimbursement 
made will be recouped. 

 
Rev.  601.7 The home health agency is responsible for assuring that there is no  
1/01    duplication of services (see note box.)  Additionally, the home health 

agency agrees not to provide services to members when those services 
are provided through other Medicaid programs.  Other Medicaid 
programs include but are not limited to Children's Intervention Services, 
Children's Intervention School Services, Model Waiver Services, Mental 
Retardation Waiver Program, physician services, Perinatal Case 
Management, Pregnancy Related Services, Mental Health Services, 
Independent Care Waiver Program and Therapy Services. 

 
Rev. 
7/99     
 
 
 
 
 
 
 

Note: When a referral is received for home health services, it is 
the responsibility of the home health agency to verify a 
member's participation in the Community Care Services 
program before providing services by contacting the 
local Area Agency on Aging. 
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Rev. 
7/99  601.8 The home health agency must notify Provider Enrollment at the fiscal  
1/00    agent and the Division in writing of changes in enrollment status such as: 

name change, new address and telephone number, additional subunits or 
branches, dissolution of a corporation, voluntary termination from the 
program, loss of certification or licensure, or filing of bankruptcy 
petitions. Each notice of change must include the date on which the 
change is to be effective. 

 
Rev.  601.9 Home health agencies that provide services under subcontract must  
1/01    submit copies of such contractual agreements to the Division.  Such 

agreements must specify which home health services are being 
subcontracted and must specify that the Medicaid enrolled home health 
agency retains administrative and supervisory responsibility for staff and 
services subcontracted. 

 
  601.10 The need for home health services to be provided by a home health 

agency (HHA) that is not a governmental entity may not be certified or 
recertified, and a plan of care may not be established and reviewed, by 
any physician who has a significant ownership interest in or a significant 
financial or contractual relationship with the agency. "Significant 
financial or contractual relationship" means receiving any compensation 
as an officer or director of the HHA or a relationship that involves direct 
or indirect business transactions that, in any fiscal year, amount to more 
than $25,000 or five percent of the agency's total operating expenses, 
whichever is less.  "Business transactions" means salaried employment 
contracts, agreements, purchase orders, or leases to obtain services, 
supplies, equipment and space.  A physician will be considered to have 
"significant ownership interest" if he or she has a direct or indirect 
ownership interest of five percent or more in the capital, the stock, or the 
profits of the home health agency; has an ownership interest of five 
percent or more in any mortgage, deed or trust, note, or other obligation 
that is secured by the agency, if that interest equals five percent or more 
of an HHA organized as a corporation, or is a partner in an HHA 
organized as a partnership. 
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Rev.  601.11 The home health agency must disclose ownership information pursuant 
to Section106.25 of the Part I Policies and Procedures manual to the 

1/01    Division upon initial enrollment and annually thereafter.  The agency 
may provide a copy of the Office of Regulatory Services disclosure form 
or a copy of the completed Division's Ownership Disclosure Form.  
These documents must be submitted to the Provider Enrollment Unit at 
the Division at the following address: 

 
     Division of Community Health 
     Division of Medical Assistance 
     Provider Enrollment Unit 
     2 Peachtree Street, NW 
     40th Floor 
     Atlanta, GA  30303-3159 
 
  601.12 Parent agencies, subunits, and branch offices must meet the guidelines 

outlined in the Rules and Regulations for Home Health Agencies 
Chapter 290-5-38-.06 from the Department of Human Resources, as 
described below: 

 
    A. A "Parent Home Health Agency" means the agency that develops 

and maintains administrative controls of subunits and branch 
offices. 

 
    B. A "subunit" means a semiautonomous organization that serves 

patients in a geographic area different from that of the parent 
agency.  The subunit, by virtue of the distance between it and the 
parent agency is judged incapable of sharing administration, 
supervision and services on a daily basis with the parent agency 
and must, therefore, independently meet the licensing requirements 
for a Home Health Agency and shall be separately licensed.  A 
subunit shall be separately enrolled as a provider in the Georgia 
Medical Assistance program and shall be assigned a unique 
provider number. 

 
    C. A "Branch Office" means a location or site identified in the 

application or endorsement thereto from which a home health 
agency provides services within a portion of the total geographic 
area served by the parent agency.  (The total geographic area 
served by the parent agency is defined by the counties in which the 
parent agency is licensed to provide approved services as indicated 
by its license.)  The branch office is part of the home health agency 
and is located sufficiently close to share administration, 
supervision and services on a daily basis in a manner that renders it 
unnecessary for the branch independently to meet these rules and 
regulations. 
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Rev.  601.13 The home health agency must submit to the Division two copies 
1/01    of its as-filed Medicare Cost Report and Medicaid Cost Data Form. 
    In addition, each agency with a home office must submit two copies of 

its as-filed Medicare Home Office Cost Report and the Medicaid Home 
Office Cost Data Form.  These documents must be submitted in 
accordance with the guidelines set forth in Section 1001.1. 

 
Rev.  601.14 The home health agency must have established policies on informing  
1/01    patients of the Patient Bill of Rights and Advanced Directives. The 

home health agency must provide information on the Patient's Bill of 
Rights and Advanced Directives to all patients receiving services in the 
Home Health Services Program.  An agency's patient records must 
contain documentation that such information was provided. 

 
Rev.  601.15 The home health agency must not deny services to any eligible  
1/01    Medicaid member because of the member's inability to pay the 

copayment amount imposed.  (See Appendix J.) 
 

602. Community Care Services Program 
 

Rev.  Home health services provided to Community Care Services Program (CCSP)  
4/00  members must be provided by CCSP approved home health agencies currently 
Rev.  enrolled in CCSP.  The first 75 visits for CCSP members are reimbursed under 
4/03  the Home Health Program.  These visits must be authorized on the Service 

Authorization Form (SAF) by the CCSP Care Coordinator. CCSP members must 
meet the eligibility criteria outlined in Chapter 700 to receive home health visits. 

Rev. 
4/03  CCSP members who require more than 75 visits receive the additional visits 

reimbursed under CCSP.  These visits must also be authorized on the SAF by the 
CCSP Care Coordinator.  A home health agency may not render home health 
services to a member under both categories of service at the same time.  To 
research a member’s enrollment in waiver programs, contact GHP Inquiry 
Unit at 404-298-1228 or 1-800-766-4456.  Instructions for referral of patients 
between home health and community care services are contained in Section 804. 

 
Rev. 
4/03 603. Independent Care Waiver Program and Traumatic Brain Injury Program 
1/99 
Rev.  Home health services provided to Independent Care Waiver Program (ICWP) 
1/00          members are reimbursed under the Home Health Program for the first 75 visits.  

ICWP members must meet the eligibility criteria outlined in Chapter 700 to 
receive home health services.  The Georgia Medical Care Foundation (GMCF) 
and case manager determine the need for home health services and incorporate 
these visits into the Plan of Care (POC) and update the Participant Assessment 
Form (PAF).   
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Rev. 
4/03 

         ICWP members who need more than 75 visits receive the additional visits 
reimbursed under ICWP.  These visits are also incorporated into the POC and 
PAF by GMCF and the case manager.  A home health agency may not render 
home health services to a member under both categories of service at the same 
time. To research a member’s enrollment in waiver programs, contact GHP 
Inquiry Unit at 404-298-1228 or 1-800-766-4456.  Instructions for referral of 
patients between home health and ICWP/TBI are contained in Section 806.   

 
Rev. 
1/99 
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 
Rev. 604. PeachCare for Kids 
4/00    
  A home health agency can provide home health services to children enrolled in 

PeachCare for Kids.  The home health agency must follow the policies and 
procedures outlined in the Home health Services Manual. 

 

NOTE: A member may NOT participate in more than one Medicaid waiver program at the 
same time.  To research a member's enrollment in waiver programs, contact GHP 
Inquiry Unit at 404-298-1228 or 1-800-766-4456. 

 

 Medicaid Waiver Programs include: Category of Service 
     (COS) 
 ♦ CCSP       590 
 ♦ Independent Care   660 
 ♦ Model Waiver   770 
 ♦ SOURCE Demonstration Project   930 
 ♦ Shepherd Care Project   660 

 CCSP members and other waiver members are not eligible to enroll in a Medicaid 
HMO. 
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PART II - CHAPTER 700 
 

SPECIAL ELIGIBILITY CONDITIONS 
 
 701. Special Member Eligibility Criteria 
 
Rev.  The Medicaid Home Health Program is based on the philosophy of family and  
1/01  patient participation in providing patient care.  Families and patients are expected 

to be taught care which can be rendered reasonably and safely by non-medical 
persons. 

 
  701.1 Acceptance of Patients for Medicaid Coverage 
 
    A. Patient admittance to home health services shall be based on: 
 
     1. An expectation that the care and services are medically 

reasonable and necessary for the treatment of an illness or 
injury, and the services can be met adequately by the agency 
in the patient's place of residence; 

 
Rev. ♦ Home Health skilled and home health aide services are  
1/01  medically necessary and appropriate when the patient's 

medical records accurately justify a medical reason that 
the services should be provided in the patient's home 
instead of a physician's office, clinic, or other out-patient 
setting, according to one or more of the following 
guidelines: 

  
a. Because of the patient's illness, injury, or disability, 

going to a physician's office, clinic, or other out-
patient setting for the needed service would create a 
medical hardship for the patient.  Any statement on 
the plan of care regarding such medical hardship must 
be supported by the totality of the patient's medical 
records. 

  
Examples of medical hardship include: 
  
• A patient who requires ambulance transportation, 
• A patient in severe pain, 
• A patient with bilateral upper extremity loss who 

is unable to open doors, use handrails or perform 
other activities, and needs help to leave his 
residence, 

• A patient for whom leaving the home is likely to 
cause an exacerbation of his condition, and 
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Rev. ● A patient who experiences shortness of breath that 
significantly hinders travel, 

1/01   
• A diabetic patient is wheelchair bound due to 

bilateral BK amputations and makes only 
infrequent trips from his residence because of 
medical complications. 

  
  Some examples of conditions that in themselves are 

not considered creating a medical hardship include 
the need to use portable oxygen, walking with a limp, 
or the need to use an assistive device such as a cane, 
walker or wheelchair.  A wheelchair-bound patient 
who regularly drives a specially equipped vehicle to 
travel outside of the home is not considered to have a 
medical hardship.  The need for routine transportation 
is not considered a medical hardship--assistance with 
transportation to medical appointments is available 
through the county departments of social services.  
The common need for a child to be supervised by an 
adult when outside the home also does not in itself 
justify providing care in the home. 

  
b. Going to a physician's office, clinic, or other 

outpatient setting for the needed service is 
contraindicated by the patient's documented medical 
condition.  The patient's condition is so fragile or 
unstable that the physician states that leaving the 
home is undesirable or detrimental under the 
circumstances. 

 
  Examples include: 
 

• A newborn infant up to six weeks of age who has 
acute care needs or who is at medical risk, 

• A patient just had surgery and has resultant 
weakness and pain.  Because of her condition, her 
physician restricts certain activities and allows 
getting out of bed for only a short period of time, 

• A patient with severe arteriosclerotic heart disease 
must avoid all stress and physical activity, 

• A patient with a medical condition that requires 
protection from exposure to infections, and 

• A patient who is just out of the hospital after 
major surgery. 
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c. Going to a physician's office, clinic, or other 
outpatient setting for needed service would interfere 
with the effectiveness of the service. 

 
Rev.  Examples include: 
1/01 

• A young child who would not benefit from out-
patient therapy because of extreme fear of the 
hospital where the out-patient setting is located; 

• A patient living in an area where travel to out-
patient therapy would require an hour or more 
travel; 

• A patient who needs a service repeated at 
frequencies that would be difficult to 
accommodate in the physician's office, clinic, or 
other out-patient setting, such as daily IV 
infusions or daily insulin injections; 

• A patient who needs regular and p.m. catheter 
changes and having Home Health in place will 
prevent emergency room visits for unscheduled 
catheter changes due to dislodgment or blockage; 

• A patient who, because of the patient's illness, 
injury or disability, including mental disorders, 
has demonstrated past failure to comply with 
going to a physician's office, clinic, or other out-
patient setting for the needed service, and has 
suffered or has a high probability of suffering 
adverse health consequences as a result, including 
use of emergency room and hospital admissions. 

• A patient who is newly diagnosed with end stage 
renal disease has been prescribed a specialized 
diet with severe restrictions.  Due to the patient's 
limited ability to understand from standard diet 
teaching only, it is necessary for the nurse to 
teach in the home to use examples of foods 
available to the patient.  It will also be necessary 
to teach and train the caregivers in the home who 
will prepare the food.  Attempting the teaching 
outside of the home setting would interfere with 
the effectiveness of teaching this patient and 
caregivers. 

• A patient has an abdominal wound dehiscence.  
The wound care is extensive and requires 
irrigation and packing twice a day.  The care will 
be accomplished by the patient's caregivers.  The 
caregivers need to observe the nurse performing 
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the dressing changes more than once for teaching 
and they need to be observed by the nurse for  

Rev.    assessment of understanding.  They also need to  
1/01   learn sterile technique and how to prepare a sterile 

field in the home environment.  Due to the 
extensive teaching needed, along with 
observation, teaching is most effectively 
accomplished in the home. 

• A patient who requires use of assistive devices 
specifically customized for the patient's home 
environment (bath chairs, shower grab bars) 
requires training on the use of those devices in the 
home for the training to be effective. 

  
     2. a referral from the patient's primary care physician (PCP) for 

members residing in an area covered by the Georgia Better 
Health Care program; 

 
Rev. 1/99    3. a written Plan of Care established and periodically reviewed 

by the attending physician; 
 
Rev. 1/99    4. continued supervision of the patient by the attending 

physician at least every sixty-two (62) days or every two (2) 
months; 

 
Rev. 7/99    5. absence or inability of significant others to provide the 

services; 
 
      This does not mean, for example: 
  
      ♦ Caregiver works; 
 
Rev. 1/01     ♦ Caregiver and/or patient is noncompliant with the 

treatment regimen, keeping medical appointments 
and/or assisting with medication compliance and med-
pack setups;  

  
      ♦ Caregiver uncomfortable or unwilling to provide care; 

or 
 
Rev. 1/01     ♦ Lack of transportation to a treatment facility, 

physician's office or other outpatient facility. 
 
     6. ineligibility for Medicare home health coverage. 
 
    B. Patients shall not be denied service based on their age, sex, race, 

religion or national origin. 
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Rev. 
4/03 
    C. The home health agency must maintain the signed and dated 

physician orders (Plan of Care) for all services to be rendered to 
each Medicaid patient and for which the provider proposes to seek 
Medicaid reimbursement.  If the physician fails to date his or her 
signature, the home health agency must indicate the date they 
received the plan of care. 

 
Rev. 702. Place of Residence 
1/01 
Rev.  A patient's place of residence for home health services is the patient's home.  
1/99  "Home" means a house, apartment, condominium, trailer or other non-

institutional structure used primarily for shelter.  It does not include a hospital, 
daycare facility, skilled nursing facility, nursing facility, school, corrections 
facility, training center, or an intermediate care facility for the mentally retarded.  
Services provided in settings other than the home are not considered home health 
services and are not reimbursable under the Home Health program. Services must 
be provided in the member's place of residence. 
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PART II - CHAPTER 800 
 

PRIOR APPROVAL 
 
Rev. 
4/03 801. General 
 
  Home Health services do not require prior approval. Prior approval will continue 

to be required for individual under twenty-one (21) years of age once the provider 
has complied with the requirements of Section 803. 

Rev. 
4/03 

802. Medicaid/Medicaid Eligibles 
 

  Refer to Chapter 900 regarding coverage of services for individuals discharged 
from Medicare and admitted to Medicaid. 

Rev. 
4/03 803. Maximum Visits 
   

The Division will only reimburse for a maximum of seventy-five (75) visits per 
member per calendar year for individuals who are twenty-one (21) years of age 
and older.  For individuals who are under twenty-one (21) years of age, home 
health services exceeding seventy-five (75) visits per calendar year may be 
covered when such services are requested by a physician and determined to be 
medically necessary at the discretion of the Division.  The request for services 
exceeding seventy-five (75) visits per calendar year must be received by the 
Division fifteen (15) business days before the visits are exhausted.  The physician 
must document medical necessity in a letter of request written to the Division. 
The home health agency must document in a letter of consideration to the 
Division the number of visits exceeding seventy-five (75) that are medically 
necessary for the remainder of the   year.  Both requests should be submitted to 
the following address: 

 
                             Department of Community Health 
      Division of Medical Assistance 
Rev.      Post Office Box 38440 
1/00      Atlanta, Georgia  30334 
      Attn:  Home Health Program Specialist 

                      
The Division will notify the provider of its decision and the procedure to be used 
when billing. 
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Rev. 
4/03 
 804. Community Care Services Program (CCSP) Referrals 
 
Rev.  A. Referral from Home Health Service to Community Care 
4/00 

1. Upon determination that a patient may be appropriate for Community 
Care Services, the agency should: 
  

Notify the local Area Agency on Aging Community Care 
Assessment team for a telephone screening before the 75 visit 
limit is exhausted; 

 
Rev.    b. Request the patient be assessed by the care coordination team for 

CCSP services. 
4/00      

  
2. If approved for service by the care coordination team, the patient will 

be admitted to CCSP (contingent on availability of CCSP funds).  The 
care coordinator will notify a home health agency currently enrolled in 
CCSP to arrange for the necessary services. 

 
  B. Referral From Community Care to Home Health Services Under CCSP 
 
Rev.   1. After admission to CCSP the Care Coordinator will broker home 
4/00    health services to the patient who requires these services.  Home 

health agencies must be currently enrolled as a CCSP provider to 
render these services to CCSP patients; 

  
Rev.   2. The care coordinator requests the specific service and frequency 
4/00    for home health services under the direction of the physician. 
  
   3. When the CCSP enrolled home health agency accepts the referral, the 

care coordinator sends a standard admission packet to the agency; 
  

4. The agency sends a Community Care Notification Form (CCNF) to 
notify the CCSP care coordinator of the date services began.  The care 
coordinator generates a Service Authorization Form (SAF) to 
authorize services; 

  
5. The CCSP enrolled home health agency uses the CCNF to notify the 

care coordinator prior to the patient exhausting the 75th home health 
visit.  The care coordinator will generate and forward a new SAF to 
authorize visits beyond the first 75. 
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6. The CCSP enrolled home health agency uses the CCNF to report 
significant changes in the patient condition to the CCSP care 
coordinator. 

Rev.4/03 
 
 
  
  
  
 
 

   
Rev. 805. Independent Care Waiver Program (ICWP) Traumatic Brain Injury (TBI)  
4/00   Referrals 

 
A. Referral from  Home Health Service to Independent Care Waiver 

  
1. Upon determination that a patient may be appropriate for 

Independent Care Waiver services, the agency should: 
 
Rev. a. Assist the patient to contact the Georgia Medical Care  
4/00  Foundation (GMCF) to initiate the intake information 

process before the 75th visit limit is exhausted; 
 

b. GMCF will conduct a face-to-face assessment of the 
patient to determine eligibility for ICWP services; 

  
   2. If the patient meets the eligibility criteria for ICWP services by 

GMCF and the Division, the patient will be admitted to ICWP 
(contingent on availability of ICWP funds) or placed on the 
waiting list for services.  When the patient is admitted to ICWP, 
GMCF will assist the patient in selecting a case manager.  The 
case manager will notify a home health agency currently enrolled 
in ICWP to arrange for the necessary services. 

  
B Referral from Independent Care Waiver Services to Home Health 

Services 
  

1. After admission to ICWP, GMCF will develop and approve the 
Initial Plan of Care (POC) to include home health services to the 
member who requires these services. 

Rev. 
4/03    The case manager assists the member in selecting service providers 

and develops the Individual Plan of Care, indicating the specific 
service and frequency approved on the Initial Plan of Care and 
submits the Individual Plan of Care to GMCF for authorization. 

  

Note: For CCSP members, the provider uses the Level of Care page 
and CCSP care plan.  Whether the visit is within the first 75 or 
is the 76th visit or greater, the area coordinator manages and 
authorizes the home health Service on the SAF. 
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   2. GMCF and the case manager will refer the member to a Home  
 Health Agency and provide the agency with a copy of the 

approved Initial Plan of Care and authorized Individual Plan of 
Care. 

Rev. 
4/03 
Rev. 3. The agency follows the policies and procedures outlined in  
4/00  Chapters 700 and 900for ICWP members receiving the first 

seventy-five (75) home health visits.  A copy of the approved 
Initial Plan of Care and authorized Individual Plan of Care must be 
submitted to the home health agency with the referral.   

 
 4. The home health agency must notify GMCF and the case manger  
  prior to the patient exhausting the 75th home health visit.  GMCF 

will refer the member to a home health agency currently enrolled 
in ICWP to provide the home health visits for the 76th visit and 
beyond.  The home health agency must follow the policies and 
procedures outlined in the ICWP manual. 

Rev. 
4/03 
 
Rev. 
1/01 
  
  
  
 

 
 

Note:  All services must be identified in and coordinated around the 
Initial Plan of Care approved by GMCF.  No home health 
service shall be reimbursed which is not listed on the 
approved Initial Plan of Care and authorized Individual Plan 
of care.  
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PART II - CHAPTER 900 
 

SCOPE OF SERVICES 
Rev. 
4/03 
Rev. 900. The following services are covered in the Home Health Services program 
7/99  when provided to eligible members in their place of residence and when 
4/00  such services have been ordered by a physician in a plan of care.   
 
 
Rev. 
7/99 
  
  
 
 901. Skilled Nursing Services 
 
  Skilled nursing services, as outlined in the Official Code of Georgia Annotated  

(O.C.G.A.) Section 43-26-1, are covered on a part-time or intermittent basis. 
 

901.1      Nursing services must be medically reasonable and necessary for 
treatment of an illness or injury based on the member's unique condition 
and individual needs and must be performed by a registered nurse in 
accordance with the plan of care.  In certain cases, some skilled nursing 
services may be provided by a LPN under the supervision of the 
registered nurse.  In determining whether a service must be performed 
by a registered nurse, consideration must be given to the inherent 
complexity of the services, the condition of the patient, and the patient's 
needs.  There are other instances where the nature of the service and the 
condition of the patient will affect whether the services can only be  

Rev.    performed safely and effectively by a registered nurse.  For example,  
1/01    giving a bath is not a covered nursing service unless the patient's 

condition is so severe that it would be unsafe for the service to be 
performed by anyone other than a registered nurse. 

 
    A. Services Which May Be Provided By A Registered Nurse Include 

but are not limited to: 
 
     1. Initial evaluation visit; 
 
     2. re-evaluation of patient's nursing needs; 
 
     3. initiation of plan of care and necessary revisions; 
 
     4. initiation of appropriate preventive and rehabilitative nursing 

procedures; 
 

NOTE: Members must meet the eligibility criteria established in 
Chapter 700, Section 701.1 of this manual in order to receive 
home health services. 



 

 Home Health Services  IX-2 

     5. preparation of clinical and progress notes; 
 
     6. coordination of services; 
 
     7. informing the physician and other personnel of changes in 

the patient's condition and needs; 
 
     8. patient and family teaching; and 
 
     9. supervising and teaching other nursing personnel. 
 
    B. Services Which May Be Provided By A Licensed Practical Nurse 

(LPN) Include:  Any services in accordance with and outlined in 
the Official Code of Georgia Annotated (O.C.G.A), Section 43-26-
30 through 39. 

 
    C. Services Which May Not Be Provided By A Licensed Practical 

Nurse (LPN) include: 
 
     1. the initial evaluation visit; 
 
     2. initiation of the plan of care; or 
 
     3. home health aide supervisory visits. 
 
  901.2 Request for Skilled Nursing Services 
Rev. 
4/03    Justification and medical necessity for skilled nursing visits must be  
    clearly documented in the home health certification and Plan of Care   

ordered by the attending physician and meet the Division’s provision for 
skilled nursing care.  The Plan of Care must be specific to the patient’s 
diagnosis and reflect specific nursing interventions.  Vague and general 
descriptions are not acceptable as sole justification for such services. 

Rev.      
1/01    Skilled nursing services will not be covered for members who received 

skilled nursing services under Medicare and have been discharged as 
stable. 

Rev. 
4/03    Provision of skilled nursing services should adhere to medical 
Rev.    necessity according to the following:  
1/99     
1/01    A. Nursing visits ordered by the physician for observation and  
     assessment of a member's condition are covered at the Division's  
Rev.     discretion on a limited and short-term basis when documentation  
1/99     indicates complications or developments of further acute episodes  
1/01     would develop requiring the physician or nurse's service to 

evaluate the need to change the plan of care.  If a member's 
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condition remains stable or where there is evidence that the 
condition has a long-standing pattern, nursing visits for 
observation and assessment will not be covered.  Members or 
family members must be taught to observe for signs and symptoms 
of possible complications which should be reported to the 
physician or the nurse. 

  
     Frequent visits when no changes are anticipated will not be 

covered. 
 
     Conditions which may justify observation and assessment services 

as described above include, but are not limited to: 
 
     1. Angina 
     2. Malabsorption Syndrome 
     3. Hypokalemia, Hyperkalemia, Hyponatremia 
     4. Crohn's Disease  
     5. C.O.P.D. 
     6. Ulcerative Colitis 
     7. Dehydration 
     8. Fecal Impaction 
     9. Renal Diseases 
     10. Hypertension - Document most recent blood pressure reading 

(within previous 30 days) on DMA-44. 
     11. Congestive Heart Failure 
 
    B. Skilled nursing visits for management and evaluation of the 

patient's care plan are covered at the Division's discretion on a 
limited and short-term basis where multiple underlying 
documented conditions and complications exist requiring that only 
a registered nurse can insure that essential nonskilled care is 
achieving its purpose.  The complexity of the necessary unskilled 
services which are a necessary part of the medical treatment must 
require the involvement of skilled nursing personnel to promote 
the patient's recovery and medical safety based on the patient's 
overall condition. Documentation describing the complex care 
must be included in the plan of care. 

 
    C. Skilled nursing visits for teaching or training activities are covered 

at the Division's discretion on a limited and short-term basis when 
the teaching and/or training is appropriate to the member's 
functional loss, illness, or injury.  Teaching and/or training 
activities must include a time frame in the plan of care when goals 
will be accomplished.  Documentation in the medical record of 
teaching  

Rev.     and/or training activities must reflect the member's or caregivers  
1/99     ability to comprehend and progress.  Reteaching and/or retraining  
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1/01     for an appropriate period may be covered at the Division's 
discretion on a limited and short-term basis when there is a change 
in caregivers, the procedure, or the member's condition that 
requires reteaching, or where the patient, family or caregiver is not 
properly performing the task.  Teaching and/or training activities 
will not be covered when the patient, family or caregiver will not 
or is not able to learn or be trained.  Documentation on the DMA-
44 and plan of care must reflect the member and/or caregiver's 
ability to comprehend and progress. 

 
Rev.     Teaching and training activities which require the skill of a  
1/99     licensed nurse include, but are not limited to the following: 
 
     1. Self-administration of injectable medications or a complex 

range of medications; 
 
     2. diabetic teaching; 
  
     3. self-administration of medical gasses; 
 
Rev.     4. complex wound care; 
1/01 
Rev.     5. ostomy care; 
1/99 
     6. self-catheterization; 
 
     7. self-administration of enteral feedings; 
 
     8. care and maintenance of intravenous or central lines and 

administration of medications through such lines; 
 
     9. bowel and bladder training; 
 
     10. performance of the activities of daily living when the 

member or care giver must use special techniques and 
adaptive devices due to a loss of function; 

 
     11. safe transfer techniques; 
 
Rev.     12. proper body alignment and positioning and turning  
1/99      techniques of a bed-bound member; 
 
     13. ambulation with prescribed assistive devices (such as 

crutches, walker, cane, etc.) that are needed due to a recent 
functional loss; 

Rev.     14. prosthesis care and gait training; 
1/99 
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     15. use and care of braces, splints and orthotics and associated  
      skin care; 
 
     16. proper care and application of any specialized dressings or 

skin treatments; 
 
     17. preparation and maintenance of a therapeutic diet; and 
 
     18. proper administration of oral medication, including signs of 

side-effects and avoidance of interaction with other 
medications and food. 

 
Rev.    D. Skilled nursing visits for the administration of medications 
1/00     (intravenous, intramuscular, or subcutaneous injections and  
Rev.     infusions) for safe and effective treatment of an illness or injury 

are covered when appropriate to the treatment of an illness, injury 
1/01     or functional loss of a member and the caregiver is unable to learn 

or perform the procedure. 
Rev. 
4/03 
Rev     1. An agency providing this skilled nursing service must  
1/99      document in the Plan of Care the reason for the member or  
Rev.      caregiver's inability to administer the medication and/or the  
4/00      reason for the non-availability of a care giver.  When a  
Rev.      caregiver is in the home, the documentation must indicate the 

reason the care giver is not able to administer the 
1/01      medication. The agency must specify the individual who will 

be responsible for administering the medication during the 
RN's absence.  The plan of care must indicate a time frame 
when the member or caretaker will administer the medication 
independently.  This includes administering insulin or 
prefilling insulin syringes. 

Rev. 
4/03 
Rev.      Skilled nursing services for newly diagnosed  
1/01      diabetics for administration of medications must include the 

results of a fasting blood sugar (FBS) obtained by 
venipuncture in the Plan of Care thirty (30) days from the 
start of care date.  Fasting blood sugar values obtained by 
glucometer testing will not be accepted.  Refer to Section 
901.2 (H) for the policy on skilled nursing visits for 
venipuncture. 

 
Rev.      Nursing visits to perform glucometer testing are not  
1/99      covered as it does not require the skill of a nurse to perform 

these tests. 
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Rev.     2. Administration of Vitamin B-12 injections is medically  
1/99      necessary for a limited number of medical conditions. 
 
      Conditions include, but are not limited to: 
 
      (a) Pernicious Anemia; 
      (b) Megaloblastic Anemia; 
      (c) Fish Tapeworm Anemia; 
      (d) Certain Gastrointestinal Disorders; or 

(e) Certain Neuropathies. 
 
Rev. 3. Skilled nursing visits for the administration of Synagis  
10/01  injections for prevention of Respiratory Synctial Virus (RSV) 

are covered for high risk and prematurely born infants (26 to 
36 weeks) and toddlers during the RSV season (September to 
April) up to the age of two (2) years old as approved by the 
Federal Drug Administration (FDA).  Synagis is indicated for 
prevention of serious lower respiratory tract disease caused 
by respiratory synctial virus (RSV) in pediatric patients at 
high risk of RSV disease. 

 
  Infants must meet one (1) or more of the following criteria to 

receive Synagis injections administered in the home by a 
Home Health Agency. 

 
A. Infants who have conditions that adversely affect 

respiratory function and who have required daily 
respiratory medications/treatments (e.g., oxygen, 
diuretics, bronchodilators, mechanical ventilation, etc.) 
within the last six (6) months and who are less than two 
(2) years of age at the onset of the RSV season; 

 
B. Infants born at less than thirty-two (32) weeks gestation 

who are less than six (6) months old at the onset of the 
RSV season; 

 
C. Infants born at thirty-two to thirty-five (32-35) weeks 

gestation who are less than six (6) months old at the 
onset of the RSV season and who have at least one (1) 
environmental risk factor (passive tobacco smoke 
exposure, day care, siblings, persistent hospitalization 
on an inpatient basis); or 

 
  D. Infants less than two (2) years of age at the onset of 

RSV season whom are symptomatic and/or require day 
medications for congenital heart disease. 
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Rev.  Skilled nursing visits for Synagis injections are not covered  
10/01  for children over the age of two (2) and do not meet the 

established criteria. 
Rev. 
4/03 
Rev.    E. Skilled nursing services associated with home phototherapy for  
1/99     members with neonatal jaundice (hyperbilirubinemia) will be 

reimbursed within the first thirty (30) days of life when a Durable 
Medical Equipment Company does not provide the phototherapy 
service (all inclusive of equipment, related supplies and a certified 
nurse).  An agency providing skilled nursing services associated 
with home phototherapy must document the name of the 
equipment vendor in the Plan of Care.  The physician is 
responsible for assessing the appropriateness of home 
phototherapy and for determining the length of time the infant is to 
be under the lights based on serum bilirubin levels and clinical 
condition of the infant.  

  
     The maximum fee is the home health agency reimbursable rate, all 

inclusive of the phototherapy equipment, related supplies, and a 
certified nurse to collect a daily bilirubin level.  Coverage is for a 
maximum of four (4) consecutive days.  Phototherapy service may 
not be provided and billed in the Durable Medical Equipment 
program when provided in the home health program.  The home 
health agency must assure that the parent or caregiver is trained in 
the safe and effective use of the home phototherapy equipment. 

 
     The Division does not reimburse for home phototherapy until the 

member is discharged from the hospital. 
 
    F. Skilled nursing visits for venipuncture are covered when the 

collection of the specimen cannot be performed in the course of 
regularly scheduled absences from the home and is necessary for 
the monitoring of therapeutic blood levels of medications, 
monitoring of blood counts and electrolyte levels when affected by 
the member's medication regimen, and related to the member's 
illness or medical condition. 

Rev. 
4/03 
     1. Documentation of lab values for the previous three (3) 

months must be contained in the Plan of Care.  If the member 
is a new home health patient, documentation of one (1) lab 
result within the previous thirty (30) days from the start of 
care date must be contained in t the Plan of Care. 
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     2. When lab values are within the normal limits of accepted 
values for three (3) consecutive specimen collections, skilled 
nursing visits for venipuncture will no longer be covered. 

 
Rev.    G. Skilled nursing visits for the administration of oral medications,  
4/00     eye drops/creams, topical ointments/creams, vaginal and/or rectal 

suppositories/creams, and filling of medicine packs are not 
covered. Exceptions are only granted in specific circumstances at 
the Division's discretion.  Factors considered in granting an 
exception include, but are not limited to: 

   
1. Patient and/or caregiver unable to provide the care due to a 

function physical motor impairment; 
   

2. Mental impairment; 
   

3. Complexity of the patient’s medical condition; 
    

4. Nature and number of medications prescribed; and 
   

5. Complexity of a surgical procedure for which care is ordered. 
Rev. 
4/03 

 Documentation in the Plan of Care must include the specific 
circumstances that require a licensed nurse to administer 
medications of this type and/or fill medication packs.  A timeframe 
indicating when the patient and/or caregiver will be able to 
administer these type medications or treatments must be included 
on the Plan of Care. 

   
     Skilled nursing visits to assess and monitor medication compliance 

are not covered in the home health program. 
 
    H. Provision of intermittent or part-time skilled nursing services for 

the preceding services are covered as defined.  The following 
conditions and services are covered at the Division's discretion: 

 
     1. Nasogastric tube and percutaneous tube feedings (including 

gastrostomy and jejunostomy tubes), replacement, 
adjustment, stabilization, suctioning and teaching; 

 
Rev.     2. nasopharyngeal and tracheostomy aspiration 
1/99  

3. Catheter care (urethral or suprapubic) insertion  
and replacement (every 30 days for Foley or 60-90 for 
silicone catheters) and irrigation; 
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4. ostomy care and providing immediate post-operative care; 
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Rev. 5. wound care when the skills of a licensed nurse are needed to  
1/99  provide safely and effectively the services necessary to treat 

the illness or injury; 
 
 Rev.     6. heat treatments 
 1/99 
      7. initial phases of regimen involving the administration of 

medical gases;  
 
     8. rehabilitative nursing procedures; and 
 
Rev.     9. insertion, removal, and maintenance of intravenous access  
1/01      devices. 
 
 902. Home Health Aide Services 
 
Rev.  Home health aide services are covered when the member has a moderate to  
1/99  severe functional physical impairment related to the member's illness or medical  
Rev.  condition resulting in the limited ability or inability of the member to perform  
4/00  instrumental activities of daily living (IADL's) such as dressing and undressing,  
Rev.  management of clothing, elimination, grooming, hygiene, mobility, ambulation,  
10/01  ability to prepare and eat meals, and ability to administer medications properly.  

The limited ability or inability of a member to perform grooming and bathing 
tasks alone does not necessitate the use of home health aide services.  Services 
must be provided in accordance with the plan of care, with written instructions for 
patient care and supervision provided by a registered nurse or therapist as 
appropriate. 

Rev. 
4/03 
Rev.  1. Documentation must be provided in the Plan of Care of 
4/00   the member's functional physical impairment and the level of current  
Rev.   functioning when performing instrumental activities of daily living 

(IADL's). 
10/01 
 
Rev.  2. The Plan of Care must include a time frame when goals for performance of  
4/00   instrumental activities of daily living (IADL'S) will be met. 
 
Rev.  Home health aide services will not be covered for members who received home  
1/99  health aide services under Medicare and have been discharged as stable. 
 
Rev.  Home health aide services may be provided directly by the home health agency or 

by contractual arrangement. 
1/01   
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  902.1  Services Which May Be Provided By A Home Health Aide Include: 
 
    A. Personal care (e.g., bath, hair shampoo, special foot care); 
 
    B. performance of simple procedures as an extension of therapy 

services such as range-of-motion exercises and ambulation 
assistance; 

 
    C. assistance with (not administration of) medications that are 

ordinarily self-administered and have been ordered by the 
physician; 

 
    D.  reporting of changes in the patient's condition and GHP; 
 
    E. completion of appropriate records; and 
 
    F. incidental household chores which are essential to the member's 

health care at home (e.g., preparation and service of therapeutic 
meals, dusting for patients with respiratory ailments, and changing 
bed linens for incontinent patients). 

 
  902.2 Supervision of the Home Health Aide 
 
    A registered nurse must make a supervisory visit to the patient's 

residence at least once every two (2) weeks.  Two weeks is defined as 
fourteen (14) calendar days.  If the fourteenth day of the two-week 
period falls on a Saturday, Sunday or legal holiday, the supervisory visit 
must occur on the Monday immediately following or in the case of a 
holiday, the next business day to be in compliance with the policy.  The 
purpose of the supervisory visit is to determine whether treatment goals 
are being met and assure that quality patient care is being rendered. 

 
    The supervisory visit will cover the two-week period preceding the visit. 

The supervisory visit may include observation of the home health aide. 
 
Rev.   When only home health aide services are being furnished to a patient, 
1/99   a registered nurse must make a supervisory visit to the patient's 

residence at lease once every sixty (60) days.  If the sixtieth day falls on 
a Saturday, Sunday, or legal holiday, the supervisory visit must occur on 
the Monday immediately following or in the case of a holiday, the next 
business day to be in compliance with the policy.  When utilizing this 
supervisory frequency, the supervisory visit must occur when the aide is 
furnishing patient care.  The supervisory visit will cover the sixty (60) 
day period immediately preceding the visit. 
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   When only physical, speech or occupational therapy is furnished in 
addition to the home health aide, a skilled therapist may make the 
supervisory visit in place of the skilled nurse.  

 
   A record of the supervisory visit must be dated and documented by an 

R.N. (or a physical, speech or occupational therapist in allowable 
situations) in a narrative note in the patient's clinical record. 

 
   Any home health aide services rendered outside the supervisory period 

are non-reimbursable and must not be billed to the Division.  Costs 
incurred for the registered nurse, physical therapist, speech therapist or 
occupational therapist visits to evaluate, supervise, or instruct home 
health aides are considered administrative costs and are not separately 
reimbursable as a visit. 

 
 903. Therapy Services 
 
  Physical, speech and occupational therapy services may be provided by the home 

health agency directly or under contractual arrangement.  These services may be 
provided by a licensed therapist or a licensed therapist assistant supervised by a 
licensed therapist in accordance with the plan of care specifying the amount, 
frequency, and duration of the procedure and modalities to be used.  When 
services are provided through contract with another entity, the home health  

Rev.  agency must retain administrative and supervisory responsibility for the delivery  
1/01  of these services.  Therapy services rendered by individually enrolled therapists, 

or through the Children's Intervention Services (CIS) Program or through the 
Children's Intervention School Services (CISS) program are not reimbursable 
under the home health program. 

 
Rev. 1/99 Therapy services will not be covered for patients who obtained therapy services  
Rev. 1/01 under Medicare and have been discharged as stable. 
   
  903.1 Services Which May Be Provided By A Licensed Physical, Speech or 

Occupational Therapist Include: 
 
    A. Assisting the physician in evaluating the patient's level of 

functioning; 
 
    B. developing the plan of care and making routine revisions as 

needed; 
 
    C. preparing progress notes on a timely basis for their discipline; and 
 
    D. advising and consulting with other agency personnel regarding 

changes in the patient's condition. 
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    All services rendered by a licensed therapist must be necessary for the 
patient's condition and be necessitated by a level of complexity that 
requires such services be performed by a licensed therapist or licensed 
therapist assistant under the supervision of a licensed therapist.  A 
maintenance program shall be developed for the performance of simple 
procedures which could be safely and effectively provided by the 
member, family or home health aide. 

 
  903.2 Physical Therapy Services Include: 
 
    A. Therapeutic exercise programs including muscle strengthening, 

neuromuscular facilitation, sitting and standing balance and 
endurance, and increased range of motion; 

 
    B.  gait evaluation and training; and 
 
    C. transfer training and instructions in care and use of wheelchairs, 

braces, prostheses, etc. 
 
  903.3 Speech Therapy Services Include: 
 
    A. Evaluating and recommending appropriate speech and hearing 

services; 
 
    B. providing necessary rehabilitative services for patients with 

speech, hearing or language disabilities; and 
 
    C. providing instructions for the patient and family to develop and 

follow a speech pathology program. 
 
  903.4 Occupational Therapy Services Include: 
 
    A. Teaching skills that will assist the patient in the management of 

personal care, including bathing, dressing, and cooking/meal 
preparation; 

 
Rev.    B. assisting in improving the individual's functional abilities; 
1/01 
    C. teaching adaptive techniques for activities of daily living; and 
 
    D. working with upper extremity exercises. 
 
    Services Which May Not Be Provided By A Therapist Assistant Include: 
 
    A. The initial patient evaluation; and 
 
    B.  initiation of the plan of care. 
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  903.5 Supervision of Therapist Assistant 
 
    A licensed therapist must be responsible for providing adequate 

supervision of the therapist assistant(s) at all times. 
 
    The licensed therapist must: 
 
    A. Meet with the assistant no less than once weekly to review all 

cases being treated; 
 
    B. document all meeting with the assistant; 
 
    C. make an on-site supervisory to each patient being treated by the 

assistant as appropriate based on the need to alter the treatment 
plan and no less than every sixth treatment; 

 
    D. document the on-site visits and indicate instructions given to the 

physical therapist assistant; and 
 
    E. be available to the assistant at all times for advice, assistance and 

instructions. 
 
    Costs incurred for licensed therapist visits to supervise a therapist 

assistant are considered administrative costs and are not separately 
reimbursable as a visit. 

 
 904. The Clinical Record 
 
  The home health agency must establish and maintain a current clinical record on 

all patients admitted to the agency that substantiates the services billed to 
Medicaid.  These records must include at a minimum: 

 
  A. Appropriate patient identifying information including current directions to 

the patient's home; 
 
  B. name of patient's attending physician; 
 
  C. pertinent past and current findings; 
 

D. a plan of care signed and dated by the attending physician at least every 
sixty-two (62) days or every two (2) months (or more often if patient's 
condition changes) which includes drug, dietary, treatment  

 
E. signed and dated clinical notes written by the close of the business day 

immediately following the day the service was rendered by the providing 
member of the health team and incorporated no less often than weekly; 
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  F. documentation reflecting home health aide services (if applicable), and 

supervision of aides every two (2) weeks; 
Rev. 
4/03   

G. copies of summary reports sent to the physician at least every sixty-two (62) 
days or every two (2) months; and 

 
  H. a discharge summary when applicable. 
 
  904.1 Certification and Plan of Care 
 
    An individual plan of care must be developed for each patient in 

consultation with the agency staff and other attending professionals.  
The plan should address all pertinent diagnoses, mental status, types of 
service and equipment required, frequency of visits, expected duration 
of visits, prognosis, rehabilitation potential, functional limitations, 
activities permitted, nutritional requirements, medications, treatments, 
safety measures, discharge planning, appropriate goals and other 
pertinent items.  Orders for PRN services must be specific to a diagnosis 
and require the skills of a licensed health care professional.  The total 
plan of care is reviewed by the attending physician and the home health 
personnel as often as the severity of the patient's condition requires. 

 
    The plan of care certifies the need for continuation or discontinuation of 

home health services.  This must be done at least every sixty-two (62) 
days or every two (2) months.  Drugs and treatments are to be 
administered by agency staff only as ordered by the physician. The nurse 
or therapist must record and sign verbal orders and obtain the physician's 
signature.  THERE IS NO SUBSTITUTE FOR THIS PLAN OF 
CARE. 

 
  904.2 Clinical Notes 
 
    The clinical record must include clinical notes written after each visit or 

contact with the patient.  The notes should be incorporated into the 
record weekly. These notes should be written by appropriate personnel 
providing the service(s).  These written notes should include all 
information pertaining to the patient.  Any problems reported by a 
patient or family must be addressed in these notes.  Clinical notes must 
be maintained on a continuous basis and reflect on-going assessment of 
the patient's condition. 

 
  904.3. Summary Report 
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    The summary report is a report of the patient's condition, change or 
progress, new problems identified, patient's vital signs, complaints, 
descriptions of wounds, etc. It must reflect the need for continuation or  

Rev.    adjustment of services rendered.  The summary report must be sent to  
1/01    the physician at least every sixty-two (62) days or every two (2) months 

and should reflect the need for re-certification of the plan of care or the 
termination of services.  The summary report must address each service 
rendered.  The Division or its designee has the right to periodically 
review the need for continuation of services. 

 
 905. On-Site Reviews and Audits 
 
  In order to insure compliance with the policies and procedures set forth in this 

manual, representatives of the Division will conduct on-site reviews and audits of 
home health agencies enrolled with the Division.  The reviews and audits will be 
conducted to determine whether services provided have been accurately and 
completely reported, whether all services reported have been performed and 
whether the services provided meet currently accepted standards of quality.  The 
on-site reviews will include but are not limited to in-agency reviews of clinical 
and billing records and in-home patient assessments. 

 
  The Division generally will try to provide twenty-four (24) hour notice prior to 

on-site reviews or audits; however, on-site reviews and audits may be done with 
no prior notice. 

 
  Reports of the on-site reviews and audits will be forwarded to each agency by the 

Division.  Upon receipt of the report, each agency will have twenty (20) calendar 
days from the date of the report to respond to the on-site review.  Failure to 
comply with the provisions of this manual may lead to adverse actions including 
suspension or termination from the program.  Audit response time will be outlined 
in the cover letter which will accompany the audit report. 

 
  The Division has no objection to agency personnel accompanying the Divisional 

representative(s) on home visits; however, the following guidelines must be 
observed: 

 
  A. DMA representative and agency personnel will travel in separate cars; 
 
  B. time and place of visits are at the total discretion of the DMA 

representatives; and 
 
  C. agency personnel must not interfere with the interview process. 
 
 906. Non-covered Services 
 
  The following are non-covered services in the Home Health Program: 
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  A. Medical Social Services; 
 
  B. use of home health aide for chore services; 
 
  C. Meals-on-wheels; 
 
  D. audiology services; 
 
  E. private duty nurses; 
 
  F. efforts made by home health agencies to render services to patients not at 

home; 
 
  G. services provided without a physician's authorization; 
 
Rev.  H. services that are not contained in the plan of care; 
10/01 
Rev.  I. skilled nursing and home health aide services to members receiving  
1/99   Model Waivered Services or Exceptional Children's Services; 
 
  J. services rendered to a member receiving medical day care services under the 

Waivered Home Care Program; 
 
Rev.  K. therapy services rendered to a member receiving physical, speech or  
1/99   occupational therapy by an individually enrolled therapist or through the 

Children's Intervention Services Program or through the Children's 
Intervention School Services program; 

 
  L. services rendered to an individual receiving Medicare covered home health 

services; 
 
Rev.  M. phototherapy services (all inclusive of equipment, supplies and skilled  
7/99   services) when provided and reimbursed in the Durable Medical Equipment 

program; 
Rev. 
4/03   
  N. services rendered which fail to comply with all terms and conditions of the 

provider's Statement of Participation and the provisions of this manual; 
Rev. 
4/03 
Rev. 7/99 O. newborn teaching and assessment and Health Check type visits; 
1/99, 1/01 
Rev. 10/01 
 
Rev. 7/99 P. Postpartum follow-ups and assessments;  
Rev. 1/99 
Rev. 7/99 Q. Home Health Services for social issues; 
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Rev.  R. Home Health Services to monitor and assess compliance with the 
4/00   treatment regimen; 
Rev. 
4/03 

S.   Skilled nursing visits to assess and monitor medication compliance; and 
Rev. 
4/03 
Rev. T. Skilled nursing visits to children greater than two (2) years of age for  
10/01  administration of Synagis. 
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PART II - CHAPTER 1000 
 

BASIS FOR REIMBURSEMENT 
 
 1001. Reimbursement Methodology 
 
  Each home health agency is reimbursed a specific rate per visit for covered 

services.  The specific rate per visit is based on the total of the agency's inflated 
base rate, any efficiency incentive applicable to the agency and a supply rate.  
The base rate, efficiency incentive and supply rate is subject to ceilings. 
Effective for dates of service July 1, 2003, reimbursement rates will be reduced 
by 10%.  Rates, incentives, and ceilings are determined as follows: 

 
  a) Each agency's base rate is calculated using data contained in the as-filed or 

audited Medicaid cost report for that agency's base period.   An inflation 
percentage is applied to the base period data and the resulting inflated base 
period cost per visit is the agency's base rate.   The inflation percentage 
and base period are set by the Division. 

 
  b) Each agency is classified into one of the following categories: 

hospital-based, freestanding urban, and freestanding rural (see Section 
1005).  For each category the 75th percentile of inflated base period cost 
per visit is determined. This amount is the base rate ceiling for agencies in 
that category. 

 
  c) An efficiency incentive may be added to the base rate for an agency as 

follows: 
 
   If an agency's base rate is less than or equal to the base rate ceiling in the 

agency's category, the difference between the base rate and the ceiling is 
multiplied by 20%, and the product (not to exceed $1.76) is added to the 
base rate.  The total of base rate plus incentive shall not exceed the base 
rate ceiling for the agency's category. 

 
  d) The supply cost per visit for each agency is based on data contained in the 

as-filed or audited Medicaid cost report for that agency's base period.  An 
inflation percentage is applied to base period data to determine each 
agency's inflated supply cost per visit.  The inflation percentage and base 
period for supply costs are set by the Division. 

 
   Inflated base period supply costs per visit for all agencies are arrayed on a 

statewide basis and the 75th percentile cost from that array is the supply 
rate.  The supply rate is added to each agency's base rate plus any 
applicable efficiency incentive. 
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  e) The reimbursement rate for each freestanding agency will be calculated as 
noted in paragraphs (a) through (d), and shall not exceed the base rate 
ceiling for that agency's category plus the supply rate. 

   The reimbursement rate for each hospital-based agency will be calculated 
as noted in paragraphs (a) through (d), and shall not exceed the maximum 
rate noted in paragraph (f) below. 

 
  f) For purposes of setting the maximum rate per visit for hospital-based 

agencies, the Division has established two sub-categories:  urban 
hospital-based and rural hospital-based.  The maximum rate per visit for 
each agency in these sub-categories is determined by adding a 
hospital-based adjustment amount to the freestanding urban and 
freestanding rural base rate ceilings.  The adjustment amount is calculated 
as follows: 

 
    The mean of the agencies' inflated base period cost per visit will be 

calculated for each of the sub-categories.  A percentage of the mean 
for each sub-category will be calculated and added to the base rate 
ceiling for the corresponding freestanding urban or rural category, plus 
the supply rate to establish the maximum rate per visit for 
hospital-based agencies in either the urban hospital-based or rural 
hospital based sub-category. 

 
   Each hospital-based agency will be reimbursed the lesser of its rate 

calculated as noted in paragraphs (a) through (d), or the maximum rate per 
visit for its sub-category, as described above. 

 
   Assignment to a sub-category is determined according to the criteria 

outlined for classification of agencies in Section 1005; this section also 
contains the definition of urban, rural and hospital-based. 

 
  g) Reimbursement rates will be adjusted for home health agencies which 

provide certain home-delivered services to community-care members. The 
rate adjustment will be calculated using the home health reimbursement 
methodology in paragraphs (a) through (f) above, and the calculation will 
include both home health and home delivered services utilization data for 
the base period. 

 
   Reimbursement rates will be adjusted only for those agencies currently 

enrolled and providing services in the community care home-delivered 
services program and for which at least nine months of cost and utilization 
data exists for the base period.  Home health agencies which discontinue 
the provision of home-delivered services will be subject to a reduction in 
their reimbursement rate. 

 
  h) Effective for dates of service July 1, 1994, and after, a $3.00 member 

copayment is required for all home health visits. 
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   Members who may be subject to the copayment will be identified on the 

Eligibility Certification (Medicaid card).  (See Appendix J) 
 
  1001.1 Cost Reports 
 
    Each agency must submit to the Division two copies of its as-filed 

Medicare cost report and a completed Medicaid Cost Data Form 
(supplied by the Division).  Each agency with a home office also must 
submit two copies of its as-filed Medicare Home Office Cost Report 
and the Medicaid Home Office Data Form.   

 
    Effective for cost reporting periods ending on or after June 27, 1995, 

these documents must be received by the Division within 150 days 
after each agency's fiscal year end.  If all applicable Medicare and 
Medicaid reports have not been received after this 150 day period, a 
rate reduction of 10% on the current rate will be imposed.  This rate 
reduction will remain in effect through the final day of the month in 
which the cost information is received.  If the information is received 
after any fraction of a month beyond the 150 day period, the rate 
reduction of 10% will be applied for the entire month.  

 
    If an agency's cost information is not received by the time the Division 

establishes individual provider rates and determines the percentiles 
and rate ceilings, that agency will be assigned the lesser of its current 
rate or the lowest rate in the State for the appropriate category, less 
applicable incentive, as established by the rate-setting process.  If the 
agency's cost information is received after rates are established, the 
Division will calculate a rate based on the information received and 
retroactively and prospectively adjust the agency's previously assigned 
rate only if it is greater than the calculated rate.  The agency's rate will 
remain in effect until the next rate adjustment period, as determined by 
the Division.  Failure to submit cost information may result in 
suspension or termination of the agency from the Medicaid Home 
Health program.   

 
    An agency's Medicaid Cost Data Form and Home Office Cost Data are 

subject to review or audit by the Division or its agent(s) in accordance 
with HCFA-15 principles of reimbursement and Medicaid policies and 
procedures. The agency for which the rate was effective as a result of 
the review or audit reimbursement rate will be adjusted (if necessary) 
for the period performed.  Percentile and rate ceilings as initially 
established will not be adjusted based upon subsequent audits.  An 
agency may appeal any audit adjustments and rates resulting there 
from using the administrative review procedures outlined in Part I of 
this manual, Section 503 (see Section 1002). 
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    For audit examinations described above, it is expected that a facility's 
accounting records, including its home office's accounting records 
where applicable, will be available within the State.  Should such 
records be maintained at a location outside the State, the facility will 
be required to pay for travel costs incurred for any examination 
conducted at the out-of-state location. 

 
  1001.2 Nonallowable Costs 
 
    Effective for the determination of reasonable costs used in the 

calculation of rates initially established on and after April 1, 1991, the 
costs outlined below are nonallowable for Medicaid purposes: 

 
    Costs related to lobbying and government relations, including costs for 

employees with duties related to lobbying and government relations, 
honorariums and reimbursement of travel or other expenses of elected 
officials; 

 
    b) Memberships in civic organizations; 
 
    c) Out-of-state travel paid by the provider for persons other than 

board members or those employed or contracted by the provider. 
 Out-of-state travel for provider personnel must be related to 
patient care; 

 
    d) Vehicle depreciation or vehicle lease expense in excess of the 

lesser of IRS limits per vehicle or the amount allowed under 
Medicare reimbursement principles; provided, however, such 
limits shall not apply to specialized patient transport vehicles 
(e.g. ambulances); 

 
    e) Air transport vehicles that are not used to transport patient care 

staff or patients.  If these vehicles are sometimes used for patient 
care staff or patient transport, the portion of cost that is unrelated 
to patient transport is nonallowable; 

 
    f) Fifty percent (50%) of professional dues for national, state, and 

local associations. 
 
    g) Legal services for an administrative appeal or hearing, or court 

proceeding involving the provider and the Division or any other 
state agency when judgment or relief is not granted to the 
provider.  Legal services associated with certificate of need 
issuance reviews, appeals, disputes or court proceedings are not 
allowable regardless of outcome.  Legal services associated with 
a provider's initial certificate of need request shall be allowable. 
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    h) Advertising costs that are (a) for fund-raising purposes, (b) 
incurred in the sale or lease of a facility or agency or in 
connection with issuance of the provider's own stock, or the sale 
of stock held by the provider in another corporation, (c) for the 
purpose of increasing patient utilization of the provider's 
facilities; (d) for public image improvement; or (e) related to 
government relations or lobbying. 

 
    Information on these non-allowable costs will be obtained by the 

Division or its agent at the time of review or audit of the agency, or in 
accordance with Part I, Subsection 106.19 of this manual. 

 
  1001.3 Cost Report Due Date Extension 
 
    An agency may request an extension of time for submission of the 

Medicare and Medicaid cost information beyond the revised due dates 
based on the 150 day period only by written request to the Division.  
Such request must be received prior to the due date of the cost report 
information and will be granted only if the provider's operations are 
"significantly adversely affected" because of the circumstances beyond 
the provider's control (i.e., a flood or a fire that causes the provider to 
halt operations). 

 
    A request for extension must include a copy of any extension granted 

by the Medicare intermediary, and the reason(s) an extension is being 
requested.  The Division will review each written extension request 
and, if approved, will specify the revised due date of the cost 
information.  If the cost information is not received by this revised 
date, an agency's rate will be reduced as described in Subsection 
1001.1.The request for extension must be submitted to: Coordinator, 
George W. Anderson, Non-Institutional Reimbursement Section, P.O. 
Box 38440, Atlanta, Georgia 30334. 

 
  1001.4 New Agencies 
 
    a) A new agency will be reimbursed a rate equal to the statewide 

average reimbursement rate for the appropriate category, as of 
the effective date of enrollment of the new agency.  This new 
agency rate will be reimbursed until a cost report for a base 
period (minimum nine months) on which an agency-specific rate 
per visit can be based, is received by the Division.  There will 
not be a cash settlement determination for new agencies. 

 
    b) A new agency is defined as an agency established by the initial 

issuance of a Certificate of Need (CON), Medicare certification, 
and state license; it is reimbursed as described in paragraph a) 
above.  An agency formed as a result of a merger, acquisition, 
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other change of ownership, business combination, etc., is not a 
new agency. 

 
     Each agency of this type will maintain the reimbursement rate it 

was assigned prior to the transaction.  When rates are 
subsequently adjusted, the appropriate cost report for the base 
period (as determined by the Division) will be used as a basis for 
determining the agency's rate. 

 
  1001.5 Agencies with Insufficient or Unauditable Cost Data 
 
    If an existing agency submits cost data for its fiscal year that 

corresponds to the base period and the fiscal year is for an insufficient 
period of time (as determined by the Division but usually a period of 
less than nine (9) months), that cost data will not be used in 
establishing the percentile and rate ceilings for the appropriate 
category and in calculating the statewide supply rate per visit.  
However, the data will be used to calculate a rate per visit using the 
methodology in Section 1001.  A free-standing agency's actual 
reimbursement rate in this instance will be the lesser of the calculated 
rate per visit (including applicable incentive) or the 75th percentile for 
the appropriate category, calculated exclusive of the agency's 
insufficient cost data, plus the statewide supply rate per visit, also 
calculated exclusive of the agency's insufficient cost data.  A hospital-
based agency's actual reimbursement rate in this instance will be the 
lesser of the calculated rate per visit (including applicable incentive) 
or the maximum rate per visit for the appropriate hospital-based 
subcategory, calculated exclusive of the agency's insufficient cost data, 
plus the supply rate per visit, also calculated exclusive of the agency's 
insufficient cost data.  There will be no cash settlement for existing 
agencies with insufficient cost data for the base year. 

 
    Existing agencies with cost data which cannot be audited for the fiscal 

year that corresponds to the base period will be omitted from the rate 
setting process and assigned the lowest rate in the state for the 
applicable category until the appropriate records are made available to 
verify (audit) the cost information. 

 
  1001.6 Amended Medicare and Medicaid Cost Data 

 
    An agency may submit an amended Medicare cost report and 

Medicaid Cost Data Form after the initial submission for the most 
recent fiscal year.  The amended report and form must be received by 
the Division no later than ninety (90) days after the due date of the 
initial report and form, or ninety (90) days after any due date extension 
granted by the Division pursuant to Subsection 1001.3. The amended 
Medicare report must support the amended Medicaid cost data form.  
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The due date of the initial report and form is contained in Subsection 
1001.1. 
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Rev.  1001.7 Availability of Records 
1/98 
    Providers using computerized information systems for accounting or 

other purposes must make this information available in a suitable 
electronic format if requested by the Division or its agents. 

 
 1002. Appeal of Reimbursement Rates 
 
  Providers may submit written appeals concerning their reimbursement rates as 

initially established, or as adjusted based upon an audit or review by the 
Division or its agents.  Only the following will be accepted as a basis for 
appeal: 

 
  a) evidence that the cost report figures used to determine the base rate and 

supply rate contained an error on the part of the Division or its agents; 
 
  b) evidence that the Division made an error in calculating the agency's 

reimbursement rate; or 
 

  c) evidence that the Division is not complying with its stated policies in 
determining the base rate, incentive, or supply rate per visit. 

 
  In addition, an agency may submit written appeals concerning audit adjustments 

made by the Division or its agents as a result of on-site audits or desk reviews. 
Rev. 
4/03  An agency's appeal request must be submitted within thirty (30) days of the date 

of the rate notification and audit adjustments letter to: Director, Linda Mathis 
Non-Institutional Reimbursement Section, P. O. Box38440, Atlanta, Georgia 
30334.  The appeals process for reimbursement rates and audit adjustments will 
follow the administrative review procedures outlined in Part I of this manual, 
Section 503. 

 
 1003. Provider Return on Equity 
 
  The Division does not reimburse providers for return on equity. 
 
 1004. Physician Reimbursement 
Rev. 
4/03  The cost associated with the preparation and signing of orders and plan of care 

by a physician is a non-allowable cost and is not reimbursable under the Home 
Health program, nor are these services billable physician services since they are 
functions generally considered to be part of the usual physician/patient referral 
mechanism. 
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 1005. Classification of Agencies 
 
  For reimbursement purposes home health agencies will be classified as follows: 
 
  a) Urban - An agency located in a Metropolitan Statistical Area as evidenced 

by documentation on file with the Division, including, but not limited to 
the address on the Medicare cost report received by the Division or the 
fiscal intermediary. 

 
  b) Rural - An agency located in a non-Metropolitan Statistical Area as 

evidenced by documentation on file with the Division, including, but not 
limited to the address on the Medicare cost report received by the Division 
or the fiscal intermediary. 

 
  c) Hospital-based - An agency classified as hospital-based for Medicare 

purposes will be considered hospital-based for Medicaid purposes. 
Hospital-based agencies will be further categorized as urban or rural using 
the criteria in (a) and (b) above.  Agencies retroactively classified as 
hospital-based by Medicare will not be classified retroactively as hospital-
based by the Division.  The effective date of the classification for 
Medicaid purposes will be prospective and will be determined by the 
Division.  The agency will be notified of the prospective effective date. 

 
   Agencies which submit Medicare cost reports with addresses different 

from the address on the Statement of Participation on file with the 
Division will have their cost reports returned for verification.  If the 
agency uses the address on the Medicare cost report for Medicare 
purposes, this same address will be utilized in designation of a location for 
rate setting purposes for the Division. 
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APPENDIX A 
 

Medicaid Member 
Identification Card Sample 
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PeachCare for Kids Member 
Identification Card Sample 
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APPENDIX B 
 

DEFINITIONS 
 
1. CLINICAL NOTE - A dated and signed written notation by the providing member of 

the health team of a contact with a patient containing a description of signs and 
symptoms, treatment and drugs given, the patient's reaction, and any changes in 
physical or emotional condition. 

 
2. DIVISION - Georgia Division of Medical Assistance. 
 
3. PLAN  OF  CARE  - An individual plan written, signed, and reviewed at least every 

sixty-two (62) days or every two (2) months by the patient's physician prescribing items 
and services for the patient's condition. 

 
4. PROGRESS NOTE - A dated and signed written notation by the providing member of 

the health team, summarizing facts about care and the patient's response during a given 
period of time. 

 
5. PHYSICIAN - An individual who is currently licensed to practice medicine in the 

State of Georgia. 
 
6. DATE OF RECEIPT - the date when the document is received by the Division or its 

contractor. 
 
7.   DFCS - Department of Family and Children Services. 
 
8.  DHR - Department of Human Resources. 
 
9. VISIT - A personal contact in the residence of a patient made for the purpose of 

providing a covered service.  One visit is counted each time a covered service is 
rendered in the patient's home.  Dates of all home visits must be recorded in the 
patient's record. 

 
10. PRN - A skilled visit provided outside the approved visit frequency.  PRN must be in 

the Plan of Care and justified as reasonable and necessary in accordance with treatment 
for the specified diagnosis.  PRN aide visits are not reimbursable.
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APPENDIX C 
HOME HEALTH COST DATA FORM (FREESTANDING) 

 
PROVIDER NAME:   
 
MEDICAID PROVIDER NUMBER:   
 
COST REPORTING PERIOD - FROM:________________ TO:_______________ 
 
I. VISITS BY DISCIPLINE (1) (2) 
  Medicaid 
  Home Health Agency Total 
 Skilled Nursing     
 Physical Therapy     
 Speech Therapy     
 Occupational Therapy     
 Home Health Aide     
 Total     
  
 
(1) Enter information from agency's records. 

(2) Enter information from HCFA Form 1728, Worksheet C, Cost Per Visit 
Computational, Part I, Column 3, Lines 1, 2, 3, 4, 5, and 6. 

  
 
II. COST INFORMATION (1) 
  Agency Total 
  Home Health 
 Skilled Nursing   
 Physical Therapy   
 Speech Therapy   
 Occupational Therapy   
 Home Health Aide   
 Total   
  
 
Enter information from HCFA Form 1728, Worksheet C, Cost Per Visit 
Computational, Part I, Column 2, Lines 1, 2, 3, 4, 5, and 6. 
  
 
III. MEDICAL SUPPLIES BILLED TO PATIENTS 
 
 (1) Total Agency Cost ____________ (4) Medicaid Charges _____________ 

 (2) Total Charges ____________ (5) Medicaid Cost _____________ 

 (3) Ratio of Cost to   (RCC x Medicaid Charges) 

  Charges (RCC) ____________ 

  
 
 (1)  (2)  (3)  Enter information from HCFA Form 1728 Worksheet C, Other 
Patient Services, Line 17, Columns 2, 3, and 4, respectively. 
(4)  Enter information from agency's records. 
  
 
 
 (Signed)   
  Officer or Administrator of Agency 
 
    
  Title 
    
  Date 
DMA-601-FS  (9/95) 
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APPENDIX D 
HOME HEALTH COST DATA FORM (HOSPITAL-BASED) 
 
PROVIDER NAME:   
 
MEDICAID PROVIDER NUMBER:   
 
COST REPORTING PERIOD - FROM:________________ TO:_______________ 
 
I. VISITS BY DISCIPLINE (1) (2) 
  Medicaid Agency Total 
  Home Health Home Health 
 Skilled Nursing     
 Physical Therapy     
 Speech Therapy     
 Occupational Therapy     
 Home Health Aide     
 Total     
 
 
(1) Enter information from agency's records. 

(2) Enter information from HCFA Form 2552, Worksheet H-5,  Part I, Column 3, 
Lines 1, 2, 3, 4, 5, and 6. 

 
 
II. COST INFORMATION (1) 
  Agency Total 
  Home Health 
 Skilled Nursing   
 Physical Therapy   
 Speech Therapy   
 Occupational Therapy   
 Home Health Aide   
 Total   
 
 
Enter information from HCFA Form 2552,  Worksheet H-5,  Part I,  Column 2,  
Lines 1, 2, 3, 4, 5, and 6. 
 
 
III. MEDICAL SUPPLIES BILLED TO PATIENTS 
 
 (1) Total Agency Cost ____________ (4) Medicaid Charges _____________ 

 (2) Total Charges ____________ (5) Medicaid Cost _____________ 

 (3) Ratio of Cost to   (RCC x Medicaid Charges) 

  Charges (RCC) ____________ 

 
 
 (1)  (2)  (3)  Enter information from HCFA Form 2552 Worksheet H-5, Other 
Patient Services, Line 17, Columns 2, 3, and 4, respectively. 
(4)  Enter information from agency's records. 
 
 
 
 (Signed)   
  Officer or Administrator of Agency 
 
    
  Title 
    
  Date 
DMA-600-HB  (9/95) 
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APPENDIX E 

Georgia Better Health Care Program Overview 

The Program 
 

Georgia Better Health Care (GBHC) is the Primary Care Case Management (PCCM) program for 
the State of Georgia.  The objectives of this program are to improve access to medical care - 
particularly primary care services, enhance continuity of care through creation of a “medical 
home”, and decrease cost through reduction of unnecessary medical services.  Georgia Better 
Health Care operates as a statewide program under a managed care amendment to the state plan, 
replacing the 1915(b) waiver program, approved by the Centers for Medicare and Medicaid 
Services (CMS). 
 
Primary Care Providers (PCPs) 
 
Unique to Georgia Better Health Care is a process that matches Medicaid recipients to a Primary 
Care Provider (PCP).  Through an on-going provider/patient relationship, the PCP provides and 
coordinates all health care services, including referrals for necessary specialty services, and 
maintains 24-hour availability to members. The primary care provider either provides directly or 
coordinates the delivery of covered health care services.  These services may include general 
medical care, specialty care, dental and HEALTH CHECK services for children, or hospitalizations. 
 
Physician participation in GBHC is open to general practitioners, family practitioners, pediatricians, 
general internists and gynecologists.  Nurse practitioners who specialize in family practice, 
pediatrics or gynecology are also eligible to enroll as PCPs.  While physician assistants may not 
enroll independently, they may enroll in GBHC as a member of a physician’s practice.  Physician 
specialists, public health department clinics and hospital outpatient clinics may enroll if they agree 
to the requirements of the PCP role described in Part II Policies and Procedures for Georgia Better 
Health Care Services, §602.3. Providers receive a monthly case management fee for each assigned 
member.  Medicaid-covered services delivered by the PCP are reimbursed on a fee-for-service basis 
according to the regular Medicaid fee schedule. 
 
During enrollment, members are given the opportunity to select a PCP.  For those who do not 
make a selection, assignment is based on maintaining existing as well as historical 
provider/member relationships, to the extent possible.  Lacking historical usage, the member is 
assigned based on age, sex and geographic proximity to the PCP.   
 
GBHC Member Eligibility 
 
Enrollment with a PCP in GBHC is mandatory for all Medicaid recipients with the exception of 
those listed in Part II, Policies and Procedures for Georgia Better Health Care, § 703.   GBHC 
members are recognized by the primary care information on their identification card that lists the 
provider name, address, and telephone number of the members PCP.  Under plan name, Georgia 
Better Health Care will be listed.  Member eligibility, including current PCP, should be verified 
for each date of service through the GHP Web Portal, the IVR system or the Customer Interaction 
Center.  
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GBHC Referrals 
 
A referral is a request by a PCP for a member to be evaluated and/or treated by a different 
physician, usually a specialist. Referrals are required when a GBHC PCP refers a member to: 

• A specialist for evaluation and/or medical care 

• A provider who is “covering” for the PCP during periods of absence from the PCP setting 
(such as week-end coverage when the PCP is not in town) 

• A HEALTH CHECK provider for HEALTH CHECK screening 

Each referral entered will result in a unique number that must be placed on the claim form.  
Referrals are valid for 90 days from the effective date.  The effective date is either the date the 
referral is entered, or it may be backdated up to thirty days to accommodate for coverage 
situations.  A quick reference guide to GBHC referrals can be found in Part II, Policies and 
Procedures for Georgia Better Health Care Services, Appendix R. 
 
Medicaid prior approval and preadmission certification requirements remain applicable to 
services delivered to Georgia Better Health Care members, unless specifically waived.   
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Services Exempt from Georgia Better Health Care Referral 
 
Referrals are not required for ancillary services, diagnostic testing, DME, home health, 
emergency services, Individual Education Plan (IEP) Services or hospitalizations.  Additional 
exemptions from GBHC Referral are: 
 

Services delivered by providers enrolled in the following Medicaid programs: 

• Anesthesiology Services (DMA Form 85 only) 

• Community Care Services 

• Dental Services (Excluding Oral Surgery) 

• Dialysis Services 

• Early Intervention Case Management 

• Family Planning Services 

• Health Department Services: Diagnostic, Screening & Preventive Services (DSPS) 

• Hospice Services 

• Independent Care 

• Independent Laboratory Service 

• Non-emergency transportation & Ambulance Services 

• Nursing Home, ICF/MR, Swing Bed Services 

• Optometry Services (Including eye glasses) 

• Pathology (Interpretation and report) 

• Pharmacy services 

• Podiatry services 

• Pregnancy related services 

• Psychology and other Mental Health services 

• Targeted case management 

• Therapeutic residential intervention services 

• Waivered home care 
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2.          Services exempted from GBHC referral based on procedure or diagnosis code: 

Hospital Emergency Department Services 
CPT Codes: 99281 
 99282 
 99283 
 99284 
 99285 

Obstetrics & Family Planning 
CPT Codes: ICD-9 Codes: 

59000-59899 630-676 
58300-58301 V22-V37 
58600-58615 760-779 
11975-11977 FPF 
X9312 (Norplant Kit)  

Psychiatric Services 
CPT Codes: 01-90871, M0064 
90842 & 90844 are non-covered Medicaid services 

M0064 

Foot Care Services (provided by medical doctor) 
CPT Codes: 27600-29750 

Ophthalmology 
CPT Codes: ICD-9 Codes: 

92002-92499 360-379 

 
 
The ordering provider will be responsible for obtaining any necessary Prior 
Authorizations or Preadmission Certifications.   The ordering provider, if not the 
PCP, must have a valid referral from the PCP. 
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APPENDIX F 
 

CO-PAYMENT 
 
 Effective with dates of service July 1, 1994, and after, the Division is implementing a 

$3.00 copayment for each home health visit. 
 
 The copayment does not apply to the following members: 
 

� Pregnant women 
� Members under 21 years of age 
� Dialysis members 
� Hospice care members 

 
 The copayment does not apply to the following services: 
 

� Emergency services, and 
� Family Planning services 

 
 The provider may not deny services to any eligible Medicaid member because of the 

member's inability to pay the copayment. 
 
 The provider should check the Eligibility Certification (Medicaid card) each month in 

order to identify those individuals who may be responsible for the copayment.  The 
Eligibility Certification has been modified to include a copayment column adjacent to 
the date-of-birth section.  When "yes" appears in this column for a specified member, 
the member may be subject to the copayment. 

 
 The Division may not be able to identify all members who are exempt from the 

copayment.  Therefore providers should identify the members by entering the following 
indicators in field 24(I) of HCFA-1500 claim form: 

 
  P = Pregnant 
  S = Nursing facility members 
  H = Hospice 
  E = Emergency services 
 
 The fiscal agent will automatically deduct the copayment amount from the provider's 

payment for claims processed with dates of service July 1, 1994, and after.  Do not 
deduct the copayment from your submitted charges.  The application of the copayment 
will be identified on the remittance advice.  A new explanation of benefit (EOB) code 
will indicate payment has been reduced due to the application of copayment. 

 
Rev. 
7/99 
  
  
  

NOTE: See Section 1305. Reimbursement Note in Part II, Policies and 
Procedures for Home Delivered Services manual for clarification of cost-
share requirements related to CCSP members.  
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APPENDIX G 
 

 
NOTICE  OF  YOUR  RIGHT  TO  A  HEARING 

 
You have the right to a hearing about this decision.  To have a hearing, you must ask for one 
in writing.  You should send a copy of the attached letter in 30 days or less to this address: 
 

Department of Community Health 
Legal Services Section 

Department of Medical Assistance 
2 Peachtree Street, NW-40th Floor 

Atlanta, Georgia  30303-3159 
 
If you want to keep your services, you must send a written request for a hearing before the 
date that your services change. 
 
The Office of State Administrative Hearings will notify you of the time, place and date of your 
hearing.  An Administrative Law Judge will hold the hearing.  In the hearing, you may speak for 
yourself or let a friend or family member to speak for you.  You also may ask a lawyer to help 
you.  You may be able to get legal help at no cost.  If you want a lawyer to help you, you may 
call one of these numbers: 
 
 Georgia Legal Services Program  Georgia Advocacy Office 
 1-800-498-9469 1-800-537-2329 
 (Statewide legal services, EXCEPT  (Statewide advocacy for persons 
 for the counties served by Atlanta  with disabilities or mental illness) 
 Legal Aid) 
 
 Atlanta Legal Aid  State Ombudsman Office 
 (404) 377-0701 (DeKalb/Gwinnett Counties)  1-888-454-5826 
 (770) 528-2565 (Cobb County)  (Nursing Home or Personal  
 (404) 524-5811 (Fulton County)  Care Home) 
 (404) 669-0233 (So. Fulton/Clayton County) 
 
You may also ask for free mediation services by calling 404-656-9090.  Mediation is another 
way to solve problems without a hearing.  If you cannot solve the problem with mediation, you 
still have the right to a hearing. 
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APPENDIX H 
 

STATEMENT OF PARTICIPATION 
 
 
 

The new Statement of Participation 
is available in the Provider Enrollment Application Package. 

 
 
 

Written request for copies should be forwarded to: 
 

GHP  
Provider Enrollment Unit 

P.O Box 88030 
Atlanta, GA  30356 

 
 

OR 
 
 

Phone your request to: 
 

(404) 298-1228 or 1 (800) 766-4456 
and choose option (#4) 
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INSTRUCTIONS 
 

The following table provides a brief description of the fields located on the CMS-1500 Form. 
The alphanumeric data located in the Form Locator column identifies the area / location of the 
field on the CMS-1500 Form. (Data is entered in this area on the form.) The data located under 
the Field Name identifies and names the field for the given location. The alpha character located 
in the Required Field denotes the following: 

• R - Required 

• C - Conditionally required/if applicable 

The information located in the Comments area explains what you should enter in each field.  
 

Form 
Locator Field Name 

Require
d      
Field 

Comments 

1. Health insurance coverage R Check appropriate box for coverage. 

1a. Insured’s ID number R Enter the member’s Medicaid number exactly as it appears on 
the eligibility card, last name first. 

2. Patient’s name R Enter Medicaid member’s name exactly as it appears on the 
eligibility card, last name first. 

3. Patient’s birth date and sex C Enter member’s date of birth (using the MM/DD/YY format) and 
gender. 

4. Insured’s name C Enter insured’s name ONLY if other insurance (third party). 
Medicare is NOT considered other insurance.  

5. Patient’s address C Enter member’s full and correct address. 

6. Patient relationship to insured C Enter relationship, if applicable. 

7. Insured’s address C Enter address, if applicable. 

8. Patient’s status R Indicate marital status, if employed or if student. 

9. Other insured’s name C Enter only if third party payer. 

9a. Other insured’s policy or group 
number 

C Enter only if third party payer. 

9b. Other insured’s date of birth and 
sex 

C Enter only if third party payer. 

9c. Employer’s name/school name C Enter only if third party payer. 

9d. Insurance plan name or program 
name 

C Enter only primary insurance information, if Medicaid is 
secondary payer. 

10a. Is patient’s condition related to 
employment? 

R Enter “X” if treatment related to employment. 

10b. Is patient’s condition related to auto 
accident? 
 

R Enter “X” if treatment is related to auto accident. 

10c. Is patient’s condition related to 
other accident? 

R Enter “X” if treatment is related to other accident. 

10d. Reserved for local use   

11. Insured’s policy group or FECA (?) 
number 

C Enter number of any other insurance plan, if applicable. 

11a. Insured’s date of birth and sex C Enter date of birth and gender, if applicable. Enter date using 
MM/DD/YY format. 
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Form 
Locator Field Name 

Require
d      
Field 

Comments 

11b. Employer’s name/school name C Enter employer’s name or school name, if applicable. 

11c. Insurance plan or benefit plan being 
billed 

C Enter insurance plan or program name, if applicable. 

11d. Other health benefit plan C Indicate whether another coverage or insurance plan exists.  
 
If “YES”, the provider should complete items 9 – 9d on the 
HCFA-1500 form. 

12. Patient’s or authorized person’s 
signature and date 

R Enter the signature and date using the MM/DD/YY format. 

13. Insured or authorized person’s 
signature 

C Enter signature, only if third party payer. 

14. Date of current illness, injury and/or 
pregnancy 

R Enter date in MM/DD/YY format. And, if for pregnancy, give date 
of LMP (?). 
 
Note:  If “YES” is indicated in field 10a – 10c, enter an accident 
date for this field.   

15. Previous date of same or similar 
illness 

C Enter date in MM/DD/YY format, if applicable. 

16.  Dates patient unable to work C Enter date in MM/DD/YY format, if applicable. 

17. Name of referring physician or other 
source 

C Enter name, if applicable. 
 

17a. Referring physician’s ID number C Enter referring physician’s Medicaid provider number, or 
Universal Provider Identification Number (UPIN) or state license 
number and if GBHC member, enter GBHC referral number, if 
applicable. 

18. Hospitalization dates  C Enter hospitalization dates related to current services, using the 
“from-through” format, if applicable. 

19. Reserved for local use   

20. Outside lab C Check “YES” or “NO” (charges are not necessary). 

21. Diagnosis or nature of illness or 
injury 

C Enter International Classification of Disease, 9th Revision, 
Clinical Modification (ICD-9 CM) code(s) related to service billed. 
List code(s) priority order (primary, secondary, and so forth.) 

22. Medicaid resubmission 
code/original reference number 

C Enter the Transaction Control Number (TCN) of the 
previous/original claim, if this is for an adjustment. 

23. Prior authorization number C Enter the prior authorization number or pre-certification number 
(PA/PC) issued by Georgia Medical Care Foundation (GMCF), if 
applicable. 
 
 

24a. Date(s) of service R Enter first date of service (DOS) in the “from” space and the last 
DOS in the “to” space. If services are only for one date, enter the 
date twice using the MM/DD/YY format. 
 
Claims for DOS spanning more than one calendar year 
(December 31 through January 1) or state fiscal year (June 30 
through July 1) should be split in two so that the first claim bills 
for services in the old year and the second claim bills for services 
in the new year. 

24b. Place of service R Enter valid and appropriate two digit codes for place of service. 
The only valid POS code is 12. 

24c. Type of service R Enter valid and appropriate code(s) for type of service. 
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Form 
Locator Field Name 

Require
d      
Field 

Comments 

24d. Procedure/services/supplies R Enter appropriate five digits Current Procedural Terminology 
(CPT-4) or Health Care Financing Administration Common 
Procedural Coding System (HCPCS) code(s) that describe 
procedure/services/supplies.  Use modifiers, if appropriate. 
 
Enter the appropriate Home Health Codes as follows: 
Skill Nursing Care: Y0701; Physical Therapy: Y0702; Speech 
Therapy: Y0703; Home Health Aide: Y0704; Occupational 
Therapy: Y0706 

24e. Diagnosis code C Enter International Classification of Diseases, 9th Revision (ICD-
9) diagnosis code related to the service billed. 

24f. Charges R Enter the total charge(s) for procedure/services/supplies. 

24g. Days/units R Enter the number of times the procedure for which you are billing 
was performed. 

24h. EPSDT/family planning C If services were provided from a referral from Health Check 
(formally Early and Periodic Screening, Diagnosis, and 
Treatment (EPSDT) enter “ET”.  
 
Note: The Health Check program is only for those under 21 years 
of age. If services were for Family Planning purposes, enter “FP”. 
 This field is required for all Health Check/Family Planning 
procedure codes billed on claim. If neither applies, leave blank.  

24i. EMG C If the procedure code billed was the result of an emergency, 
enter “Y” for Yes. 

24j. COB C Must indicate and enter valid value for any other health 
insurance coverage. Valid values:  
1 - No other health insurance  
2 - Medicare    
3 - Other insurance  

24k. Reserved for local use   

25. Federal tax ID number R Enter Social Security number (SSN) or Employee Identification 
Number (EIN). 

26.  Patient account number C Enter the patient’s record number used internally by your office.  

27. Accepts assignment R Billing Medicaid indicates acceptance of assignment. 

28. Total charge R Enter the total of the charges listed for each line. 

29. Amount paid C Total amount paid by other insurance (third party). 

30. Balance Due R Enter submitted charge, less any third party payment received. 

31. Signature of physician or supplier 
and date 

R Provider must sign (or signature stamp) and provide degrees or 
credentials. Enter the current date.  
 
Note: Unsigned invoice/claims forms cannot be accepted for 
processing).  

32. Name and address of facility R Enter name and address where services were rendered (e.g., 
hospital, home, etc.). 

33. GRP number C Enter Medicaid group pay-to-provider number, if applicable. 
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1. Getting the Most from this Manual 
This manual was created to help providers accurately complete and file Medicaid/PeachCare billing 
forms. This chapter includes an overview of the manual so you can quickly determine which section can 
answer your billing questions. You can use this section, along with the Table of Contents, to find exactly 
what you need without having to read the entire manual. 

1.1 How this Manual Helps You 
This manual helps you by offering billing instructions, sample Medicaid/PeachCare forms, and contact 
information for times when you need personal assistance. 

1.2 What this Manual Won’t Do 
Some aspects of Medicaid/PeachCare billing are beyond the scope of this manual. Although it contains a 
robust selection of reference and how-to information, this Billing Manual: 

• Does not contain actual Medicaid/PeachCare forms. Sample forms are included for your 
reference. The size of the original form is typically larger than the sample, which is not suitable 
for copying, completing, and submitting. However, you can photocopy, complete and submit the 
Provider Inquiry Form (DMA-520) and the GHP Request for Forms (DMA-292). 

To obtain actual Medicaid forms you can use: 

o CMS 1500, UB-92, and ADA 1999 (version 2000) forms: Contact your local print vendor 
or Internet health care forms vendor. 

o GHP Request for Forms (DMA-292): See page 52 for a copy of the DMA-292. You can 
also request a copy by calling (404) 298-1228 (Metro Atlanta) or (800) 766-4456 (toll free). 
Or, go to www.ghp.georgia.gov and click “Contact Us” in the upper right corner to send an 
e-mail request. 

o All Georgia-specific forms: Complete the DMA-292 form and mail to: 

GHP 
P.O. Box 5000 
McRae, GA 31055-5000 

• Does not offer step-by-step instructions for using the web portal to complete claims. For specific 
web portal instructions, click the Instructions link from any web portal page. 

• Does not explain how to create batch files from your office’s practice management software, or 
describe specific steps for using electronic data interchange systems. Check with your software 
vendor for this information. 
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1.3 Topics Covered in this Manual 
Each chapter in this manual addresses a specific billing topic.  
 
Chapter Name and Page Number What this Chapter Contains 
Getting the Most from this Manual, 
page 1 

• An overview of the manual so you can determine which 
section can answer your billing questions and contact 
information 

Introduction, page 4 • A general introduction to GHP, Medicaid and 
PeachCare for Kids, and changes happening within the 
new system 

Member Eligibility, page 7 • Sample notification letters, eligibility forms, and 
instructions for verifying eligibility 

The Provider Inquiry Unit, page 21 • Details the services provided by the Provider Inquiry 
Unit and methods of contact 

Paper Claim Forms, page 30 • Samples and descriptions of the CMS-1500, UB-92, 
and other forms 

Miscellaneous Forms and Attachments, 
page 46 

• Samples and descriptions of forms and affidavits for 
eligibility, referrals, requests, and more 

Coordination of Benefits/Medicaid 
Secondary Payer, page 58 

• Forms, instructions, and tips when filing claims that 
involve a secondary payer 

Electronic Claims Submission, page 66 • Descriptions of methods and systems you can use for 
electronic filing, such as the web portal, dial-up 
systems, “host-to-host” telecommunication, and more 

Remittance Advice, page 71 • Detailed descriptions of the Remittance Advice (RA) 
including claim totals, section totals, advice of 
professional services, and more 

Financial Summary Page Adjustments, 
page 87 

• Explanation of adjustments, refunds, completing the 
Adjustment Request Form, and more 

Category of Services Numbers, page 93 • A list of the Categories of Service and their numbers 
Resource Tools, page 95 • Additional resource tools not found elsewhere in this 

manual, such as billing assistance 
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1.4 When All Else Fails 
You can contact the Customer Interaction Center (CIC) by dialing one of the following telephone 
numbers: 

• (404) 298-1228 (Metro Atlanta)  

• (800) 766-4456 (toll free) 

When your call reaches the Interactive Voice Response System (IVRS), a greeting welcomes you to the 
provider voice response system. You are asked to press 1 for English or 2 for Spanish. (Selecting Spanish 
directs the caller to a bilingual Customer Service Representative (CSR). The IVRS is not available in 
Spanish for providers.) 

You can press “0” to speak with a customer service representative. Be sure to have all claim 
documentation ready before you call. 
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2. Introduction  
The Georgia Health Partnership (GHP) is the new third-party administrator for the Georgia Medicaid and 
PeachCare for Kids programs. 

As Medicaid and PeachCare for Kids providers, you need to know the following key facts about this 
change and the benefits the Georgia Health Partnership brings to you.  

GHP was selected to create and manage a state-of-the-art health care administration system for selected 
programs, including Georgia Medicaid and PeachCare for Kids. GHP consists of a prime contractor, 
Affiliated Computer Services, Inc. (ACS), a leading business process outsourcing firm, and other leading 
companies in technical and health care services.  

2.1 Effective Date for Change in Third-Party Administrator  
GHP assumed the duties of third-party administrator on April 1, 2003. Providers began submitting claims 
and other transactions to GHP as of that date.  

NOTE: 
GHP does not support the State Health Benefit Plan (SHBP) and the Board of Regents Health Plans 
(BORHP) benefit plans, as of April 1, 2003. Providers should continue to submit SHBP and 
BORHP claims to Blue Cross Blue Shield of Georgia. The Department of Community Health 
(DCH) can provide additional information regarding GHP support of SHBP and BORHP at a 
future time.  

2.2 Medicaid, PeachCare, Funding, and Service Delivery in 
Georgia 

Medicaid pays for medical care for low-income people who are age 65 and older, blind, disabled, 
children, pregnant, and parents with children. It is a federal entitlement program of medical assistance for 
the poor and is partially funded and administered by the state. The PeachCare for Kids Program is 
authorized by Title XXI of the Social Security Act and legislation passed during the 1998 session of the 
Georgia Assembly. PeachCare for Kids provides medical assistance to certain individuals with low to 
moderate income. 

The State of Georgia and the federal government jointly fund Medicaid. In Georgia, the Georgia 
Department of Medical Assistance (DMA) had been the single state agency responsible for administering 
Georgia’s Medicaid program. Effective July 1, 1999, DMA became the Division of Medical Assistance, 
an entity within the new DCH.  

In Georgia, the Department of Community Health (DCH) Division of Medical Assistance (DMA) is the 
single state agency responsible for administering Georgia’s Medicaid and PeachCare for Kids programs. 
A nine-member board appointed by the Governor presides over the DCH. 

Service delivery is accomplished through a variety of relationships and agreements with private medical 
providers, state agencies, and private agencies, such as the: 

• Georgia Medical Care Foundation (GMCF) 
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• Department of Human Resources (DHR) 

• Social Security Administration (SSA) 

• Outsourced Administrative Systems (OASYS) 

• First Health Services (FHS) 

• Health Calls Inc. Services (HCI) 

2.3 New Options for Claims Submissions  
GHP has implemented a new computer system for Medicaid and PeachCare for Kids claims processing, 
health care administration, and provider support. The new GHP computer system will benefit providers 
participating in the Medicaid and PeachCare for Kids programs in many ways, such as: 

• More ways to submit electronic claims 

• Quicker payments  

• Online claim adjustments 

• Electronic support for other health care transactions; GHP offers methods for providers to submit 
and inquire about:  

o Member eligibility  

o Referral, prior authorization, and pre-certification  

o Presumptive eligibility  

o Provider application  

o Claims  

o Many other transactions  

For more general information about GHP, visit the DCH web page at www.communityhealth.state.ga.us. 

2.4 Decisions You Need to Make  
To ensure smooth and timely claims payment after April 1, 2003, providers and their billing support staff 
or billing vendors need to do the following:  

• Select one or more of the claims submission methods available 

Providers may use one or more methods for submitting claims and receiving data from GHP. The 
chart on page 69 helps you understand your options.  
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• Make decisions regarding Health Insurance Portability and Accountability Act (HIPAA)  

From April 1, 2003 to October 16, 2003, the date when the HIPAA transaction standards go into 
effect, GHP will support both HIPAA file formats and certain other formats that are similar to 
those commonly used in the industry today. DCH encourages providers to adopt HIPAA formats 
as soon as possible after April 1, 2003. As of October 16, 2003, GHP will support only the 
HIPAA formats.  

• Prepare to use national codes  

From April 1, 2003 through October 1, 2003, providers must continue to bill using local 
procedure codes. After October 1, 2003, GHP will require the national code sets mandated by 
HIPAA.  

Many local procedure codes will be replaced by national codes effective for dates of service on 
and after October 1, 2003. The local codes for which an appropriate national code could not be 
found will continue to be used until further notice.  

Other national code sets mandated by HIPAA such as ICD-9 (International Classification of 
Diseases, 9th Revision), POS (Place of Service), etc., must be used for all claims submitted to 
GHP with dates of service on and after October 1, 2003.  

For more information about HIPAA, please visit http://aspe.os.dhhs.gov/admnsimp/.  

2.5 What About My Office Staff?  
Provider office staffs may submit claims and other transactions on each provider's behalf. For providers 
who practice in more than one location, office staff members in each location (who utilize the web portal) 
are able to work on only the claims and other transactions pertinent to that location. 
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3. Member Eligibility 
For detailed member eligibility information, please see the applicable DCH Provider Policy Manual. 

3.1 Supplemental Security Income Notification Letter 
This letter is issued by the DCH to the member. If the Date of Service (DOS) falls within the specified 
months, the letter serves to verify the member's eligibility. Use the name and Medicaid number 
designated in the letter on the claim, and attach a copy of the letter to the claim if submitting the claim via 
paper. If submitting the claim electronically, write the Transaction Control Number (TCN) of the claim 
on the paper documentation and mail it to P.O. Box 5000; McRae, GA 31055-5000. 
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Figure 3-1. Supplemental Security Income Notification Letter 
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3.2 Temporary Medicaid Certification (Form 962)  
This letter is generated by the local DFCS office in response to a member’s request for eligibility 
verification. Use the name and Medicaid number designated on the claim form, and keep a copy of the 
form for your records. The Medicaid ID number can be used to verify eligibility and obtain the 
MultiHealthNet (MHN) ID number, which will be used for claims payment. This information will also 
appear on your Remittance Advice. If a copy of this card must be submitted with a claim, you may file the 
claim electronically; then, write the Transaction Control Number (TCN) across the top of this form and 
fax it to the Customer Interaction Center (CIC) at 1-866-483-1044. 

 

Figure 3-2. Temporary Medicaid Certification (Form 962) 
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3.3 DMA-304 Form and Letter 
DMA-304 Form (Figure 3-3) and its companion letter (Figure 3-4) are issued by DCH to the member. If 
the date of service falls within the specified months, the letter serves to verify the member’s eligibility. 
Use the name and Medicaid number designated in the letter on the claim, and keep a copy of the form for 
your records. The Medicaid ID number can be used to verify eligibility and obtain the MultiHealthNet 
(MHN) ID number, which will be used for claims payment. This information will also appear on your 
Remittance Advice. If a copy of this card must be submitted with a claim, you may file the claim 
electronically; then, write the Transaction Control Number (TCN) across the top of this form and fax it to 
the Customer Interaction Center (CIC) at 1-866-483-1044. You may also e-mail us using the “Contact 
Us” feature on the web portal. 

 

Figure 3-3. DMA-304 Form  
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Figure 3-4. Companion Letter to DMA-304 Form 
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3.4 Certification of Retroactive Medicaid Eligibility (Form 964)  
Two styles of retroactive certification forms are issued by the county DFCS to members. One style of the 
retroactive certification form is completed by hand. (See Figure 3-4.) The other type is computer 
generated. (See Figure 3-5.) A member may present one of the two forms to you as verification of 
eligibility for the month(s) shown on the form. Use the name and Medicaid number from the retroactive 
certification form when filing a claim for services provided in the Month(s)/Day/Year(s) of Eligibility 
field shown on the retroactive certification form. When filing your claim, keep a copy of the form for 
your records. The Medicaid ID number can be used to verify eligibility and obtain the MHN ID number, 
which will be used for claims payment. This information will also appear on your Remittance Advice. If a 
copy of this card must be submitted with a claim, you may file the claim electronically; then, write the 
TCN across the top of this form and fax it to the CIC at 1 (866) 483-1044. 

The following form can be issued when the member needs immediate care or is applying onsite for 
Medicaid. 

 

Figure 3-5. Certification of Retroactive Medicaid Eligibility (Form 964) 

NOTE: 
Members who are eligible for benefits only as Qualified Medicare Beneficiaries (QMBs) are not 
eligible for outpatient pharmacy benefits. 
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3.5 Certification of Retroactive Medicaid Eligibility (Computer 
Generated) 

Following is an example of the computer generated retroactive certification form. This form is issued by 
the county DFCS and can be used retroactively.  

 

Figure 3-6. Certification of Retroactive Medicaid Eligibility (Computer Generated) 
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3.6 Certification of Supplemental Security Income Eligibility 
The Social Security Administration issues this letter. If the Date of Service is included within the 
specified month, this letter serves as verification of the member’s eligibility. Use the name and Medicaid 
number designated on the letter on the claim, and keep a copy of the form for your records. The Medicaid 
ID number can be used to verify eligibility and obtain the MHN ID number, which will be used for claims 
payment. This information will also appear on your Remittance Advice. If a copy of this card must be 
submitted with a claim, you may file the claim electronically; then, write the TCN across the top of this 
form and fax it to the Customer Interaction Center (CIC) at 1 (866) 483-1044. 

 

 

Figure 3-7. Certification of Supplemental Security Income Eligibility Letter 
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3.7 Presumptive Eligibility for Pregnant Women (DMA-632) 
The qualified provider issues the DMA 632 to the presumptively eligible member. This worksheet serves 
as the first month’s Medicaid certification. There is also a computer-generated version of form DMA-632 
that is produced via the web portal (See Figure 3.9). The computer-generated form (DMA-632) also 
serves as the first month’s Medicaid certification for the presumptively eligible member. 

 

Figure 3-8. Presumptive Eligibility for Pregnant Women Worksheet (DMA-632) 

NOTE: 
Presumptive eligibility covers all Medicaid services except inpatient hospital services and delivery 
procedures. 

The member receives the green copy of the worksheet. 
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The following information (DMA-632) serves as the member’s temporary identification card and may be 
used as confirmation of presumptive eligibility for the Medicaid program (as of the indicated date). You 
should print this page and give it to the member. A member can use the computer-generated 
page/information until the permanent member identification card arrives. 
 
The permanent member identification card is mailed to the address displayed on the computer-generated 
page. 

NOTE: 
Inpatient hospital or delivery services are not covered by this eligibility. 
 

 

Figure 3-9. Presumptive Eligibility for Pregnant Woman (Computer Generated) 
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3.8 Presumptive Eligibility for Women’s Health Medicaid 
Worksheet (DMA-632W) 

The Women’s Health Medicaid program is for women who have been through special screening and have 
a diagnosis of breast or cervical cancer. The qualified provider issues the DMA-632W worksheet to the 
presumptively eligible member. This worksheet serves as the first month’s Medicaid certification. There 
is also a computer generated form DMA 632W that is produced via the web portal. The computer 
generated form DMA 632W also serves as the first month’s Medicaid certification to the presumptively 
eligible member. (See figure 3.11 for an example of the computer generated form.) 

 

Figure 3-10. Presumptive Eligibility for Women’s Health Medicaid Worksheet (DMA-632W) 
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The DMA-632W (computer-generated) serves as the member’s temporary identification card and may be 
used as confirmation of presumptive eligibility for the Medicaid program (as of the indicated date). You 
should print this page and give it to the member. The member can use the computer-generated 
page/information until the permanent member identification card arrives. 

The permanent member identification card is mailed to the address displayed on the computer-generated 
page. 
 

 

Figure 3-11. Presumptive Eligibility for Women’s Health Medicaid (Computer Generated)  
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3.9 Newborn Eligibility (DMA-550) 
The qualified provider issues the DMA-550 worksheet to a newborn’s mother. This worksheet serves as 
the first month’s Medicaid certification. There is also a computer-generated DMA-550 worksheet that is 
produced via the web portal. (See Figure 3-13 for an example of the computer generated form.) 

 

Figure 3-12. Newborn Eligibility Worksheet (DMA-550) 
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The following information (DMA-550W) serves as the member’s temporary identification card and may 
be used as confirmation of presumptive eligibility for the Medicaid program (as of the indicated date). 
You should print this page and give it to the member.  

The member can use the computer-generated page/information until the permanent member identification 
card arrives. The permanent member identification card is mailed to the address displayed on the 
member’s temporary identification (i.e., the computer-generated form). 

 

Figure 3-13. Newborn Eligibility (Computer Generated) 
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4. The Provider Inquiry Unit 
The GHP offers providers easy access to current Medicaid and PeachCare for Kids information. The 
Provider Inquiry Unit responds to inquiries regarding: 

• Billing procedures 

• Claims payment/status 

• Electronic claim submission 

• Georgia Better Health Care referrals 

• Member eligibility 

• Member liability 

• Program benefits 

• Provider enrollment 

• Service limitations 

• Web portal functionality 

• Prior authorizations and pre-certifications 

Providers can contact the GHP by using any of these convenient methods: 

• Phone: Interactive Voice Response System (IVRS) and customer services representatives 

• The “Contact Us” function on the web portal 

• The U.S. mail 

NOTE: 
The Electronic Data Interchange (EDI) contact number is (866) 211-0950. 

4.1 Interactive Voice Response System 
The Provider IVRS is the automated phone system serving GHP providers. The IVRS handles automated 
functions.  

You can reach the IVRS by dialing one of the following numbers from any touch-tone telephone: 

• (404) 298-1228 (Metro Atlanta)  

• (800) 766-4456 (toll free). 
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When your call reaches the IVRS, a greeting welcomes you to the provider Interactive Voice Response 
System. You are asked to press 1 for English or 2 for Spanish. (Pressing 2 transfers you to a bilingual 
customer service representative. The IVRS is not available in Spanish for providers.) You can press 0 to 
speak with a customer service representative.  

The IVRS also provides additional instructions for entering provider identification information.  

NOTE: 
A separate IVRS is also available for members of the Georgia Medicaid and PeachCare for Kids 
programs. The member IVRS provides members with automated responses to inquiries via a 
touch-tone telephone (770) 570-3373 Metro Atlanta or (800) 211-0950 toll free. 

Please refer to your Georgia Medicaid and PeachCare for Kids members to the member IVRS for 
assistance. 



Department of Community Health May 30, 2003 

Billing Manual  Page 23 of 98 

4.2 Interactive Voice Response System Options 
The Provider IVRS system options are explained below:  

4.2.1 Option 1, Member Eligibility Inquiries 

Option 1 provides you with specific information regarding the member’s eligibility. This information can 
include: 

• Eligibility verification 

• Service restrictions 

• Member lock-in information (such as GBHC or SOURCE, including phone number of the 
provider)  

• Medicare coverage 

• Coordination of Benefits (COB) coverage information 

4.2.2 Option 2, Claim Status Inquiries 

Option 2 provides you with information regarding: 

• The status of the claim 

• Date the claim was processed 

• Exception codes posting to the claim (if applicable). You can also get additional information on 
numeric exception codes by visiting the GHP Web Portal (http://www.ghp.georgia.gov). 

4.2.3 Option 3, Last Payment/Electronic Funds Transfer Status 

Option 3 provides you with information regarding: 

• Payment amount 

• Payment date 

• Payment number 
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4.2.4 Option 4, Last 3 Payment/Electronic Funds Transfer Status  

Option 4 provides you with information regarding: 

• Payment amount 

• Payment date 

• Payment number 

4.2.5 Option 5, Service Limits 

Option 5 provides you with information regarding service limits exhausted by the member (based on 
claims paid) as of the current date. 

4.2.6 Option 6, Prior Authorization Inquiries 

Option 6 provides you with information regarding the status of the prior authorization. This information 
includes procedure codes and units (or dollar amount) remaining. If you request a new prior authorization, 
you can press 1 to transfer to GMCF. 

4.2.7 Option 7, Transfer to Express Scripts, Inc. 

Option 7 allows you to transfer to ESI for inquiries regarding pharmacy claims. 

4.2.8 Option 8, Transfer to Georgia Medical Care Foundation 

Option 8 allows you to transfer to GMCF for information regarding the Nurse Aide Program. 

4.2.9 Option 9, Transfer to PeachCare for Kids 

Option 9 allows you to transfer to Dental Health Administrative and Consulting Services (DHACS). 
DHACS handles all calls for the PeachCare for Kids program. 

4.2.10 Option 10, Referral Process 

Option 10 allows you to check the status of an existing referral or create a new referral record. To create a 
new referral record, you need the provider reference identification number for the provider to whom the 
member is being referred. This information can be obtained by using the Find a GBHC Provider link on 
the web portal. 
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4.3 Entering a Letter into the Interactive Voice Response System 
To enter a letter (e.g., a b, c) into the IVRS, you must enter the following: 

1. Press the star (*) key. 

2. Press the key with the letter you wish to enter. 

3. Press the key number 1, 2, or 3 to indicate the position of the letter on that key. 

For example, to enter the letter N, press these keys in the order indicated: 

1. Star (*). 

2. Key number 6 (because N is on the 6 key). 

3. Key number 2 (because N is the second letter on the 6 key). 

4.4 Entering the Letters Q and Z 
Entering the letters Q and Z requires a slightly different approach: 

• For the letter "Q", press star-zero-one.  

• For the letter "Z", press star-zero-two.  

Table 4-1. Conversion Table for Alpha to Numeric Characters 
A = *21 F = *33 K = *52 P = *71 U = *82 
B = *22 G = *41 L = *53 Q = *01 V = *83 
C = *23 H = *42 M = *61 R = *72 W = *91 
D = *31 I = *43 N = *62 S = *73 X = *92 
E = *32 J = *51 O = *63 T = *81 Y = *93 

    Z = *02 
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4.5 The “Contact Us” Function on the Web Portal 
Providers can also submit inquiries via the GHP web portal at http://www.ghp.georgia.gov. GHP 
confirms receipt of web inquiries immediately with a confirmation page. GHP responds to your inquiries 
during normal business hours, 8 a.m. to 7 p.m., Monday through Friday. 

Follow the steps below to submit an electronic inquiry to the Provider Inquiry Unit. 

 

 

Figure 4-1. Contact Us Function on the Web Portal 

1. Click the Contact Us link from any page of the web portal.  

For providers who have login capability, log into the web portal and then click the Contact 
Us link. After you click the link, the following Contact Us page appears. 

Contact Us 



Department of Community Health May 30, 2003 

Billing Manual  Page 27 of 98 

 

Figure 4-2. Contact Us Page 

The Contact Us page displays fields into which you enter basic demographic information. For 
providers who have already logged on, this information auto-populates with the provider 
information in the system. (You can override any of this information.)  

2. For providers who do not have login information, please enter the following information into the 
entry fields: 

o Name 

o E-mail: this is the e-mail address to be used to communicate with you. 

o Address: this is the physical address of your office, practice, or facility. 

o Comments: this is where you provide information regarding your inquiry. We encourage you 
to provide as much detail as possible so we can adequately address your concerns.  

The asterisk (shown next to any field) indicates that it is a required field. 

Authenticated users may submit requests that would require disclosing individually identifiable health 
information (IIHI). Responses containing IIHI will be sent to the Message Center on the web portal. 
The provider will receive a message in their email account informing them that the response is 
available for pickup. 

NOTE: 
If detailed and demographic information is not submitted with your inquiry, the response to your 
inquiry might be delayed. 

Members can also use the “Contact Us” feature to submit an inquiry to the Member Inquiry Unit. 
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3. Click the Submit button to submit your inquiry. After you click Submit, the Contact Us 
Confirmation page appears. 

 

Figure 4-3. Contact Us Confirmation Page 

The Contact Us confirmation page confirms that your inquiry has been received. From this page, you can 
navigate to the Home page or click the Provider Information, Member Information, or Directories tabs. 

Every effort is made to respond to your inquiries. For unauthenticated providers using Contact Us, GHP 
uses the contact information entered on the Contact Us page. Make sure you enter the correct contact 
information in order to receive a response to your inquiry. 

Some e-mail inquiry responses that include Individually Identifiable Health Information (IIHI) are sent to 
the provider’s web portal Message Center. In this instance, the provider receives an e-mail notice to check 
the Message Center. 

4.5.1 The U.S. Mail 

You can reach the Provider Inquiry Unit by writing to:  

 Provider Inquiry Unit 
 P.O. Box 5000 
 McRae, GA 31055-5000 

When writing the Provider Inquiry Unit (PIU) please photocopy and complete the provider inquiry form 
on the next page. 

The Provider Inquiry Form (Figure 4-4) allows you to submit written requests to the Georgia Health 
Partnership via mail. In order to submit your written request, photocopy the form on the following page 
and fill in the appropriate information. Then, mail the form to the address shown at the top of the Provider 
Inquiry form. 
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4.5.1.1 Provider Inquiry Form (DMA-520) 

 

Figure 4-4. Provider Inquiry Form 
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5. Paper Claim Forms 
Should you have the need to file a paper claim, the following information details the requirements for 
submission. To ensure proper payment, providers must complete and file the appropriate claim form(s).  

5.1 Health Insurance Claim Form (CMS-1500)  
The CMS-1500 form (formerly called HCFA-1500) is widely used by members of these service groups: 

• Ambulance and other transportation services 

• Community Care Services Program (CCSP) 

• Community Habilitation and Support (CHSS) 

• Community Mental Health services 

• Diagnosis and treatment (Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)) 

• Durable Medical Equipment (DME) suppliers 

• Early and periodic screening services 

• Family planning services 

• Health department clinics 

• Home health 

• Independent Diagnostic Testing Facilities (IDTF) 

• Independent Care Waiver Program (ICWP) 

• Laboratories 

• Mental Retardation Waiver Program (MRWP) 

• Physicians and professional services 

• Targeted Case Management (TCM) programs 

o At-Risk of Incarceration Case Management 

o Child Protective Services Case Management 

o Adult Protective Services Case Management 

o Adults with AIDS Case Management 

o Children At Risk Case Management 
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o Perinatal Case Management” 

• Therapeutic Residential Intervention Services (TRIS) 

• Vision, therapists (speech, physical, and occupational) 

Claim(s) must be submitted within six months from the month of service. Claim(s) with third party 
resources must be submitted within 12 months from the month of service. Medicare crossover claims that 
are not automatically sent by the Medicare Carrier/Intermediary must be submitted within 24 month from 
the month of service. 
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5.1.1 Example of CMS-1500 Form 

Following is an example of the Centers for Medicare and Medicaid Services 1500 (CMS-1500) form. 

 

Figure 5-1. Example of CMS-1500 Form 
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5.1.2 CMS-1500 Form Field Descriptions 

The following table provides a brief description of the fields located on the CMS-1500 Form. The 
alphanumeric data located in the Form Locator column identifies the area / location of the field on the 
CMS-1500 Form. (Data is entered in this area on the form.). The data located under the Field Name 
identifies and names the field for the given location. The alpha character located in the Required Field 
denotes the following: 

• R - Required 

• C - Conditionally required/if applicable 

The information located in the Comments area explains what you should enter in each field.  

Table 5-1. CMS-1500 Form Field Descriptions 
Form 

Locator Field Name Required 
Field Comments 

1. Health insurance coverage R Check all appropriate boxes for coverage. 

1a. Insured’s ID number R Enter the member’s Medicaid number exactly as it appears on the 
eligibility card. 

2. Patient’s name R Enter Medicaid member’s name exactly as it appears on the 
eligibility card, last name first. 

3. Patient’s birth date and sex C Enter member’s date of birth (using the MM/DD/YY format) and 
gender. 

4. Insured’s name C Enter insured’s name ONLY if other insurance (third party). 
Medicare is NOT considered other insurance.  
 
Enter only the member name for Medicaid/PeachCare claims. 

5. Patient’s address C Enter member’s full and correct address. 

6. Patient relationship to insured C Enter relationship, if applicable. 

7. Insured’s address C Enter address, if applicable. 

8. Patient’s status R Indicate marital status, if employed or if student. 

9. Other insured’s name C Enter the primary insurance subscriber/policyholder’s name. 

9a. Other insured’s policy or group number C Enter the primary insurance policy number. 

9b. Other insured’s date of birth and sex C Enter the primary insurance subscriber/policyholder date of birth. 

9c. Employer’s name/school name C Enter the primary insurance subscriber/policyholder’s employer’s 
name. 

9d. Insurance plan name or program name C Enter only primary insurance information, if Medicaid is secondary 
payer. 

10a. Is patient’s condition related to 
employment? 

R Enter “X” if treatment related to employment. 

10b. Is patient’s condition related to auto 
accident? 

R Enter “X” if treatment is related to auto accident. 

10c. Is patient’s condition related to other 
accident? 

R Enter “X” if treatment is related to other accident. 

10d. Reserved for local use   

11. Insured’s policy group or FECA 
number 

C Enter number of any other insurance plan, if applicable. When 
billing Medicaid/PeachCare for Kids, data is not required in this 
field. 
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Form 
Locator Field Name Required 

Field Comments 

11a. Insured’s date of birth and sex C Enter date of birth and gender, if applicable. Enter date using 
MM/DD/YY format. When billing Medicaid/PeachCare for Kids, 
data is not required in this field. 

11b. Employer’s name/school name C Enter employer’s name or school name, if applicable. When billing 
Medicaid/PeachCare for Kids, data is not required in this field. 

11c. Insurance plan or benefit plan being 
billed 

C Enter insurance plan or program name, if applicable. When billing 
Medicaid/PeachCare for Kids, data is not required in this field. 

11d. Other health benefit plan C Indicate whether another coverage or insurance plan exists.  
 
If “YES”, the provider should complete items 9 – 9d on the CMS-
1500 form. 

12. Patient’s or authorized person’s 
signature and date 

R Enter the signature and date using the MM/DD/YY format. 

13. Insured or authorized person’s 
signature 

C Enter signature, only if third party payer. 

14. Date of current illness, injury and/or 
pregnancy 

R Enter date in MM/DD/YY format. And, if for pregnancy, give date 
of LMP. 
 
Note: If “YES” is indicated in field 10a – 10c, enter an accident 
date for this field.  

15. Previous date of same or similar illness C Enter date in MM/DD/YY format, if applicable. 

16.  Dates patient unable to work C Enter date in MM/DD/YY format, if applicable. 

17. Name of referring physician or other 
source 

C Enter name, if applicable. 
 

17a. Referring physician’s ID number C Enter referring physician’s Medicaid provider number, or Universal 
Provider Identification Number (UPIN) or state license number and 
if GBHC member, enter GBHC referral number, if applicable. 

18. Hospitalization dates  C Enter hospitalization dates related to current services, using the 
“from-through” format, if applicable. 

19. Reserved for local use   

20. Outside lab C Check “YES” or “NO” (charges are not necessary). 

21. Diagnosis or nature of illness or injury C Enter International Classification of Disease, 9th Revision, Clinical 
Modification (ICD-9 CM) code(s) related to service billed. List 
code(s) priority order (primary, secondary, and so forth). 

22. Medicaid resubmission code/original 
reference number 

C Enter the Transaction Control Number (TCN) of the 
previous/original claim, if this is for an adjustment. 

23. Prior authorization number C Enter the prior authorization number or pre-certification number 
(PA/PC) issued by Georgia Medical Care Foundation (GMCF), if 
applicable. 

24a. Date(s) of service R Enter first Date of Service (DOS) in the “From” space and the last 
DOS in the “To” space. If services are only for one date, enter the 
date twice using the MM/DD/YY format. 

24b. Place of service R Enter valid and appropriate two digit codes for place of service. 

24c. Type of service C Enter valid and appropriate code(s) for type of service. 

24d. Procedure/services/supplies R Enter appropriate five digits Current Procedural Terminology (CPT-
4) or Health Care Financing Administration Common Procedural 
Coding System (HCPCS) code(s) that describe 
procedure/services/supplies. Use modifiers, if appropriate. 

24e. Diagnosis code R Enter the number (1,2,3,4) of the diagnosis code entered in Field 21 
for which this service was rendered. Do not enter the ICD-9 or 
DSM diagnosis code 
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Form 
Locator Field Name Required 

Field Comments 

24f. Charges R Enter the total charge(s) for procedure/services/supplies. 

24g. Days/units R Enter the number of times the procedure for which you are billing 
was performed. 

24h. EPSDT/family planning C If services were provided from a referral from Health Check 
(formally Early and Periodic Screening, Diagnosis, and Treatment 
(EPSDT)) enter “ET”.  
Note: The Health Check program is only for those under 21 years of 
age. If services were for Family Planning purposes, enter “FP”. This 
field is required for all Health Check/Family Planning procedure 
codes billed on claim. If neither applies, leave blank.  

24i. EMG C If the procedure code billed was the result of an emergency, enter 
“Y” for Yes. 

24j. COB C Must indicate and enter valid value for any other health insurance 
coverage. Valid values:  
1 - No other health insurance  
2 - Medicare  
3 - Other insurance  

24k. Reserved for local use   

25. Federal tax ID number R Enter Social Security Number (SSN) or Employee Identification 
Number (EIN). 

26.  Patient account number C Enter the patient’s record number used internally by your office.  

27. Accepts assignment R Billing Medicaid indicates acceptance of assignment. 

28. Total charge R Enter the total of the charges listed for each line. 

29. Amount paid C Enter only the total amount paid by other insurance.  
 
Note: Do not enter Medicaid copayments collected at the time of 
service into this field.  

30. Balance Due R Enter submitted charge, less any third party payment received. 

31. Signature of physician or supplier and 
date 

R Provider must sign (or signature stamp) and provide degrees or 
credentials. Enter the current date.  
 
Note: Unsigned invoice/claims forms cannot be accepted for 
processing.  

32. Name and address of facility R Enter name and address where services were rendered (e.g., 
hospital, home, etc.). 

33. GRP number C Enter Medicaid group pay-to-provider number, if applicable. 

5.1.3 Date of Service Requirements 

Please review the following Category of Services (COS) before completing the CMS-1500 form. This 
information explains the Dates of Services (DOS) requirements necessary when completing the 
CMS-1500 form: 

• Physician, Podiatry, Advanced Nurse Practitioner, Nurse-Midwifery, and Vision programs 
allow the DOS to span only if the date span falls within the same calendar year (December 31 
through January 1) or state fiscal year (June 30 through July 1).  

• Service Options Using Resources in Community Environments (SOURCE) does not span 
into another month (only one month at a time). 
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• Community Care Services Program (CCSP) requires providers to bill one month per claim. 
Overlapping one month to the next is not allowed. 

• Children Intervention Services (CIS) and Children Intervention School Services (CISS) do 
not allow providers to span their dates of service. 

• Health Check is not allowed to span DOS.  

• Children At Risk Targeted Case Management is allowed to span dates, but the provider bills 
the From Date of Services (FDOS) and To Date of Services (TDOS) as the last day of every 
month. 

• Model Waiver Program, Exceptional Children’s Service and the Georgia Pediatric Program 
(GAPP) do not allow providers to span their dates of service.  

• Dates of Services in Mental Retardation Waiver Program (MRWP) (680) and Community 
Habilitation and Support (CHSS) (681) are allowed to span within the month or for a month. 
Cannot cross over from one month to the next. 

• Ambulance Services 

5.2 UB-92 Form 
Following is an example of the UB-92 Form. The UB-92 claim form (also known as the CMS-1450) is 
widely used by members of these service groups:  

• Hospitals (inpatient/outpatient services) 

• Hospice 

• Nursing home 

• Swing bed 

• Ambulatory surgical center/birthing centers 

• Hospital-based rural health centers 

• Dialysis facilities (that are billing the technical component) 

• Intermediate Care Facility for Mentally Retarded (ICF/MR). 

• Ambulance Services (Medicare crossover only) 
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Figure 5-2. UB-92 Form 
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5.2.1 UB-92 Form Field Description 

The following table provides a brief description of the fields located on the UB-92 Form. The 
alphanumeric data located in the Form Locator column identifies the area / location of the field on the 
UB-92 Form. (Data is entered in this area on the form.) The data located in the Field Name column 
identifies and names the field for the given location. The alpha character shown in the Required Field 
denotes the following: 

• R - Required 

• C - Conditionally required/if applicable 

• RI - Required inpatient 

• RO - Required outpatient 

• Blank - Not required 

The information located under the Comments area explains what you should enter in the given field. 

Table 5-2. UB-92 Form Field Descriptions 
Form  

Locator Field Name Required 
Field UB-92 Comments 

1. Provider Name, Address, Phone 
number and Fax number 

R Enter the provider name, address, phone number, and fax number. 

2. State Assigned   

3. Patient Control Number  Use the patient’s medical record number printed on the remittance 
voucher. 
 
If this is the first claim the provider is submitting for the member and 
there is no remittance advice, enter the patient’s unique alphanumeric 
medical record number assigned by the provider to facilitate retrieval 
of the individual case records and posting of payment. 

4. Type of Bill R Enter the appropriate digit code and frequency for bill type. 

5. Federal Tax ID number R Enter the provider’s federal identification number. 

6. Statement Covers Period  R Enter the dates of service covered by claim (from-through date). 

7. Covered Days C Enter the number of days covered by the claim. 

8. N-CD (Non-Covered Days) RI  

9. C-ID (Co-Insurance Days)   

10. L-RD (Lifetime Reserve Days)   

11. State assigned   

12. Patient’s Name R Enter the member’s name: first, middle initial, and last name  

13. Patient’s Address C Enter the member’s complete address. 

14. Birth Date R Enter the member’s date of birth (use MM/DD/YY format). 

15 Sex  Enter the member’s gender. 

16. MS   Enter the member’s marital status. 

17. Admission Date RI Enter the member’s date of admission. 
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Form  
Locator Field Name Required 

Field UB-92 Comments 

18. Admission Hour C Enter the member’s time of admission. 

19. Admission Type RI Enter the member’s type of admission. 

20. Admission SRC RI Enter the member’s source of admission. 

21. D HR C Enter the hour (00-23) that the patient was discharged from inpatient 
care if there is a discharge code in field 22.. 

22. STAT RI Enter the member’s status at discharge. 

23. Medical Record (MR) number  Enter the member’s MR number, if applicable. 

24. - 30. Condition Codes C Enter the condition code(s), if applicable. 

31. Not assigned   

32. - 35. Occurrence Code(s) and Date(s) C Enter occurrence code(s) and dates, if applicable. 

36. Occurrence Span C Enter appropriate code and from-through date, if applicable. 

37. Document Control Number C Enter original TCN, if the claim is an adjustment of a previous claim. 

38. Responsible Party Name and Address  Enter name and address of responsible party, if applicable. 

39. - 41. Value Code(s) and Amount(s)  C Enter valid value codes(s) for deductible payer A, B, C, and co-
insurance payer A, B, C. 

42. Revenue Code R Enter appropriate revenue code. 

43. Description R Using one line for each, enter description of service(s) / procedure(s) 
provided. 

44. HCPCS/Rates RO Enter appropriate Current Procedural Terminology (CPT-4) or 
HCPCS procedure code(s). 

45. Service Date RO Enter the line item service date. 

46. Service Units R Enter the number of times the procedure, for which you are billing, 
was performed. 

47. Total Charges R Enter the total amount of charges for service(s) / procedure(s) 
performed. 

48. Non-Covered Charges C Enter charge, if applicable. 

49. Not Assigned   

50. Payer (A, B, C) C Enter payers in order of benefit determination (A=Primary, 
B=Secondary, C=Tertiary) and enter amount in form locator 54, if 
applicable. 

51. Provider number (A, B, C) R Enter Medicaid provider number. 

52. Release of Information   

53. Assignment of Benefits   

54. Prior Payments (A, B, C) C Other insurance and/or Medicare payments associated with payers in 
form locator 50 

55. Estimated Amount Due from Patient   

56. State Assigned   

57. Not Assigned   

58. Insured’s Name C Enter name, if applicable. 

59. Patient’s Relationship to Insured C Enter relationship, if applicable. 

60. SSN/HIC (Social Security 
Number/Health Insurance Claim) or ID 
number 

R Enter Medicaid member’s identification number on the Medicaid card 
or the approval letter (for the member being treated) to the line 
associated with Medicaid in field locator box 50. Enter appropriate ID 
numbers for any other payers identified in field locator box 50. 
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Form  
Locator Field Name Required 

Field UB-92 Comments 

61. Group Name  Enter other payer’s group/employer name. 

62. Insurance Group number  Enter number, if applicable. 

63. Treatment Authorization Code(s)  C Enter prior authorization number, if applicable. The claim must be 
split if more than one prior authorization applies. 

64. Employment Status Code   

65. Employer Name  Enter name, if applicable. 

66. Employer Location  Enter location, if applicable. 

67. Principle Diagnosis Code R Enter appropriate ICD-9 diagnosis code. 

68. - 75. Other Diagnosis Codes C Enter appropriate ICD-9 diagnosis codes, if applicable. 

76. Admitting Diagnosis Code C Enter appropriate ICD-9 diagnosis code, if applicable. 

77. E-Code C Enter appropriate ICD-9 E-Code if admission is accident related. 

78. State Assigned   

79. Procedure Coding   

80. Principle Procedure Code and Date C Enter appropriate CPT-4 or HCPCS procedure code, if applicable. 

81. Other Procedure Codes and Dates C Enter appropriate CPT-4 or HCPCS procedure code(s) number dates, 
if applicable. 

82. Attending Physician ID number C Enter attending physician Universal Provider Identification Number 
(UPIN), National Provider Identification (NPI), or Medicaid provider 
number, if applicable.  

83. Other Physician ID number C Enter PAAS approval number(s) in “other physician” space(s), if 
applicable.  

84. Remarks   

85. Provider Representative R Signature of person authorized to certify this claim.  
 
Note: By signing, you certify that all information on the claim for 
Medicaid reimbursement is true, accurate, and complete. 

86. Date R Enter the date you are submitting the claim. 
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5.3 American Dental Association (ADA) Form  
Following is an example of the ADA Form. The ADA claim form is widely used by these service groups: 

• Dentists 

• Orthodontists 

 

Figure 5-3. ADA Dental Form 
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5.3.1 ADA Form Field Descriptions 

The following table provides a brief description of the fields located on the ADA claim form. The 
alphanumeric data located under the Form Locator column identifies the area / location of the field on 
the ADA claim form. (Data is entered in this area on the form.) The data located under the Field Name 
column identifies and names the field for the given location. The alpha character located in the Required 
Fields denotes the following: 

• R - Required 

• C - Conditionally required/if applicable 

• Blank - Not required 

The information located under the Comments column explains what you enter in each field. 

Table 5-3. ADA Form Field Descriptions 
Form  
Locator Field name Required 

 Fields Comments 

1. Dentist pre-treatment estimate/statement of actual 
services/specialty 

R Complete appropriate box to expedite processing and 
decrease chance of error. 

2. Medicaid claim/EPSDT/Prior authorization 
number 

C Complete if applicable. 

3. - 7. Carrier name and address R Complete full and accurate name and address. 
8. Patient name R Enter member’s last name followed by first name and middle 

initial. 
9. -11. Patient’s address R Enter member’s complete address. 
12. Date of birth R Enter member’s birth date, using MM/DD/YY format. 
13.  Patient’s ID number R Enter member’s Medicaid ID number. 
14. Gender R Enter whether patient is male or female. 
15. Phone number R Enter the patient’s phone number. 
16. Zip code R Enter the patient’s zip code. 
17. Relationship to subscriber/employee C Enter if applicable. 
18. Employer/school C Enter name and address, if applicable. 

Enter number, if applicable. 
19. Subscriber/employee/insured ID number/SSN C Enter this information for insured person. (This may not 

necessarily be the patient.) 
20. Employer’s name C Enter name, if applicable.  
21. Group number C Enter number, if applicable. 
22. - 27. Subscriber/employee name, address, phone 

number 
C Enter complete name and address, if applicable. 

28. Subscriber birth date C Enter date, if applicable using MM/DD/YY format. 
29. Subscriber’s marital status C Enter the marital status, if applicable 
30. Subscriber’s gender C Enter the patient’s gender, if applicable. 
31. Is patient covered by another plan 

(dental/medical) 
R If “NO”, skip to 38. If “YES”, continue entering for 32 - 37. 

32. Policy number R Enter policy number, if applicable. 
33. Other subscriber name C Enter subscriber name, if applicable. 
34. Subscriber’s date of birth C Enter date of birth, if applicable and use MM/DD/YY format. 
35. Subscriber’s gender C Enter subscriber’s gender, if applicable. 
36. Plan/program name C Enter plan/program name, if applicable. 
37. Employer/school name and address C Enter employer, school name, and address, if applicable. 
38. Subscriber/employee name R Enter appropriate employment and/or student status. 
39. Signature of patient/recipient and date  R The patient signature and date indicates that the member is 

informed of the treatment plan and fees. This information also 
authorizes release of any information relating to this claim. 

40. Employer/school C Refers to person in form locator 22. Maybe necessary for 
COB. Enter name and address, if applicable. 
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Form  
Locator Field name Required 

 Fields Comments 

41. Signature and date of 
patient/employee/subscriber 

R The signature and date are necessary for benefits to be paid 
directly to provider. This is an authorization of payment and 
does not constitute an assignment of benefits. 

42. Name of provider R Enter the individual dentist’s name or the name of the group 
practice/corporation responsible for billing and other pertinent 
information. (This may differ from the actual treating 
dentist’s name.)  

43. Provider phone number R Enter the provider’s phone number. 
44. Provider ID number R Enter the provider’s identification number. 
45. Provider SSN or TIN R Enter the provider’s social security number or tax 

identification number. 
46. Provider address R Enter the provider’s address. 
47. Provider license number R Enter the provider’s license number. 
48. Date of first visit R Enter the first visit date of current series of treatment. 
49. Place of treatment R Check appropriate box (office, hospital, extended care facility 

(ECF) or other, etc.). 
50. Provider city R Enter the city. 
51. Provider state R Enter the state. 
52. Provider zip R Enter the zip code. 
53. Radiographs/models enclosed R Indicate “YES” or “NO” and the number of diagnostic 

materials sent. 
56. Occupational illness or injury R Indicate “YES” or “NO” with brief description and dates, if 

treatment is result of occupational illness or injury, which 
may result in worker’s compensation claim.  

57. Treatment result of accident R Indicate brief description with dates, if treatment due to auto 
accident, other accident, or neither. 

58. Diagnosis code B Enter five digit ADA diagnosis code(s). 
59. Examination and treatment plan R Enter date of service using MM/DD/YY format, tooth 

number, surface, and diagnosis index number. (Enter the 
index number 1 - 8 for as many diagnoses as necessary for 
each procedure code.)  
 
When member has more than one diagnosis per procedure, 
separate index number with a comma. For a procedure code, 
use the appropriate ADA CPT-3 code(s). If procedure is 
performed multiple times, record procedure code once and the 
frequency in the quantity (qty.) column.  
 
Be sure to enter a value in the quantity field when 
submitting electronic claims. If you submit claims via the 
web, WINASAP, a clearing house, or software from a 
software vendor, HIPAA standards require you to complete 
the quantity/units field.  
 
Describe as necessary. Enter fee amount for each service and 
total. 

60. Missing teeth C Identify all missing teeth with an “X”. 
61. Remarks C Indicate any information you feel may be helpful in 

determining benefits for the treatment. 
62. Provider signature, license number, and date R Enter the treating dentist’s signature, license number, and date 

of service. 
63. - 66. Address R Indicate address where treatment was performed, if performed 

at a different location than indicated in boxes 46 and 50 - 52. 
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5.4 Pharmacy Universal Claim Form 
An example of the Pharmacy Universal Claim Form is provided below. Pharmacists use this form to file 
all claims. You can purchase these forms by contacting Moore North America at (800) 635-9500. 

 

Figure 5-4. Pharmacy Universal Claim Form 

NOTE: 
Pharmacy claims will continue to go to Express Scripts, Inc. (ESI). 
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Following is page two of the Pharmacy Universal Claim Form. It is located on the back of the Pharmacy 
Universal Claim form. The information on the back of this form provides instructions for filling out the 
form and explains the fields on the front of the form. 

 

Figure 5-5. Pharmacy Universal Claim Form (Page 2) 
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6. Miscellaneous Forms and Attachments 
This section contains examples of the miscellaneous forms and attachment used for billing. 

6.1 Prior Authorization Request Form (DMA-80) 
This form is used to reflect the services that have been authorized for the member. This process is 
available on the web, attachment free in most instances. 

 

Figure 6-1. Prior Authorization Form (DMA-80) 
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6.2 Exceptional Transportation Prior Authorization Request Form 
(DMA-322)  

This process is available on the web, attachment free in most instances. 
 

 

 

Figure 6-2. Exceptional Transportation Prior Authorization Request Form (DMA-322) 

The DCH guidelines set forth in the Policies and Procedures Manual, Part I, Section 203 and Part II, 
Chapter 800, of the Policies and Procedures for Exceptional Transportation Services manual discusses 
prior approval procedures. (DCH identifies services requiring prior approval.) 

The following tables explain the different sections on the DMA-322 form. Each table displays the field 
name and a brief description. 
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6.2.1 Exceptional Transportation Prior Authorization Request Form Field 
Descriptions 

The following field descriptions are displayed on the DMA-322 forms. The field descriptions are 
displayed by sections. 

Table 6-1. DMA-322 Field Descriptions 
Requested By Section 
Form 
Locator Field Name Description 

1.  Transportation Service Provider Name Enter the name of the service provider (such as Greene County DFCS). 
2. Phone Enter the provider’s telephone number, including area code. 
3. Provider Address Enter the provider’s complete address, including county and zip code. 
4. Provider Medicaid Number Enter the provider’s Medicaid number. 
Recipient Information Section 
5. Recipient Name Enter the member’s name exactly as it appears on the member’s current Medical 

Assistance Eligibility Certification. 
6. Recipient Medicaid Number Enter the member’s Medicaid Number exactly as it appears on the member's 

current Medical Assistance Eligibility Certification. 
7. Recipient’s Address Enter the member’s complete address including zip code. 
8. Phone Enter the member’s telephone number, including the area code (if known). 
9. Birth date Enter the member’s birth date by month, day, year (MM/DD/YY format). 
10. Age Enter the member’s age on the date service is to be rendered. 
11. Sex Check the appropriate box. 
12. Diagnosis (if known) Enter the member’s diagnosis(es), if known. 
Health Care Provider Information Section 
13. Health Care Provider Name Enter the name of the health care provider (e.g., Dr. Mortimer N. Pestle; Towns 

Pharmacy; Memorial Hospital; etc.). 
14. Phone (Area Code/Number) Enter the health care provider’s telephone number, including area code (if 

known). 
15. Health Care Provider Address Enter the health care provider’s complete address. 
Description of Service Section 
16. Transportation Service Request Check the appropriate box(es) to indicate the service(s) for which prior approval 

is being requested. Check all that apply. 
17. Check one Check here to denote One Way Trip or Round Trip. 
18  Check one Check here to denote Member Only or Member and One Escort. 
19. Number of Trips Enter the number of trips for which prior approval is requested. 
20. Number of Miles Enter the number of miles (when applicable). 
21. Length of Stay Enter the number of days (when applicable). 
22.  Date(s) of Service Enter the beginning and ending date(s) of service. 
23. Amount (used only with procedure 

code Y0413) 
Enter the dollar amount for which prior approval is requested. The dollar amount 
should be explained in Item 25, especially when the request is for several services. 

24. Circumstances and/or Justification for 
Requested Services 

Give the reason(s) for the transportation request such as the member’s physical 
complaint, mental or emotional state, specific medical care, treatment or condition 
which necessitates the mode of service requested. 

25. Comments Enter comments that may further explain the request, a breakdown explaining the 
dollar amount requested, and the name of the volunteer, airline, bus company, and 
so forth. 

The Division of Medical Assistance (DMA), as appropriate, completes these items.  
 
DMA Use Only 
Form 
Locator Field Name Description 

26. Approved Marked with an “X” if the requested service is approved. 
27. Denied Marked with an “X” if the requested service is denied. 
28.  Reason Denied Give the reason for the denial. 
29. Signature The individual who approves or denies the prior authorization request must sign 

his or her name. 
30. Date The date approval is granted or denied. 
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6.2.2 Prior Approval Request  

When prior approval is requested, the coordinator of transportation services for DFCS or the non-
emergency ambulance service provider must complete the Exceptional Transportation Prior Authorization 
Form, DMA-322, and submit all copies to GHP. The mailing address is:  

GHP 
P. O. Box 7000  
McRae, GA 31055 
 

This process is available on the web, attachment free in most instances. 
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6.3 Medically Needy Spenddown Form (DMA-400)  
The DMA-400 form is completed by DFCS for services rendered to medically needy members on the 
same date as the beginning date of eligibility. The form identifies the spenddown amount of first day 
liability which is payable to the provider by the member. 

 

Figure 6-3. Medically Needy Spenddown Form (DMA-400) 
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6.3.1 What is the Medically Needy Spenddown Program? 

The Medically Needy program covers children under age eighteen, pregnant women, aged, blind and 
disabled persons who otherwise are not Medicaid eligible because of income. Their monthly income may 
exceed the Medicaid payment income eligibility standard and would result in these individuals having to 
pay for a prescribed amount of their healthcare before they are eligible for Medicaid. 

DMA-964 Form: Certification of Medicaid Eligibility 

An individual determined eligible for the Medically Needy Spenddown program by the county DFCS 
office is issued a DMA-964 Form (Certification of Medicaid Eligibility) for the first partial month of 
eligibility and DMA-400 Form(s) (Medically Needy First Day Liability Authorization for 
Reimbursement) for the first day of eligibility.  

The DMA-964 form shows the Medicaid ID number and full name of each individual certified for 
Medicaid. The eligible individual is responsible for presenting the DMA-964 form to all medical 
providers who render services to the individual during the first month of eligibility. The DMA-964 form 
also shows the beginning date of eligibility and a statement in the remarks section to alert providers that 
the DMA-964 form may be necessary for payment of the medically needy claim.  

If the statement on the DMA-964 form reads, “DMA Form 400 required” and if the beginning date of 
eligibility is equal to the DOS or within the span of dates of service, the DMA-400 form must be attached 
to the submitted claim for payment. If not attached, the claim is rejected or denied to the provider, with an 
error message stating that the DMA-400 form is required before the claim can be processed.  

DMA-400 Form 

The DMA-400 form is completed by DFCS for services rendered to Medically Needy Members on the 
same date as the beginning date of eligibility. The form identifies the spenddown amount of first day 
liability, which is payable to the provider by the member. This amount could be zero; however, the paper 
DMA-400 form must be submitted for payment.  

NOTE: 
Do not deduct the first day liability amount that appears on Form 400 from submitted charges. 

If you have any questions about eligibility or the DMA-400 form, contact the member or your county 
DFCS office.  
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6.4 Request for Forms (DMA-292) 
The DMA-292 form is used to order forms from the Georgia Health Partnership. The items that can be 
ordered are shown in the Item column and a description of the form is shown in the Form Type column. 
In the Qty. Ordered field indicate the desired amount you would like shipped.  

You can photocopy this form to order any form(s) that you may need. Or, call us and we will send the 
DMA-292 form to you. 
 

 
Figure 6-4. GHP Request for Forms (DMA-292) 
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6.5 Certification of Necessity for Abortion Form (DMA-311) 
The Certification of Necessity for Abortion form is required when filing a claim for an abortion procedure 
and may be submitted online or as a hard copy. 

 

Figure 6-5. Certification of Necessity for Abortion Form (DMA-311) 
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6.6 Informed Consent for Voluntary Sterilization Form (DMA-69) 
This form is required whenever submitting a claim for voluntary sterilization and may be submitted 
online or as a hard copy. 

 

Figure 6-6. Informed Consent for Voluntary Sterilization Form (DMA-69) 
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6.7 Acknowledgement of Prior Receipt of Hysterectomy 
Information Form (DMA-276) 

This form is required for every hysterectomy procedure and may be submitted online or as a hard copy. 

 

Figure 6-7. Acknowledgement of Prior Receipt of Hysterectomy Information Form (DMA-276) 



Department of Community Health May 30, 2003 

Billing Manual  Page 56 of 98 

6.8 MedWatch Form 
 
The following is an example of the MedWatch form. You can use this form to report adverse events and 
problems with prescription drugs. 
 

 

Figure 6-8. MedWatch Form 

 



Department of Community Health May 30, 2003 

Billing Manual  Page 57 of 98 

6.9 Durable Medical Equipment Regional Carrier Form 
Following is an example of the Durable Medical Equipment Regional Carrier form. 
 

 
Effective 10/01/00 

 DMERC 08.02 

 

DMERC Information Form: IMMUNOSUPPRESSIVE DRUGS 

ALL INFORMATION ON THIS FORM MAY BE COMPLETED BY THE SUPPLIER 

Certification Type/date: INITIAL ___/____/____ REVISED ___/____/____ 

PATIENT NAME, ADDRESS, TELEPHONE AND HIC NUMBER 
 

SUPPLIER NAME, ADDRESS, TELPHONE AND NSC NUMBER 

(     )_____________________HICN____________ (     )______________________NSC____________________ 

 
PT DOB ____/____/____ 

 
Sex ___________(M/F) 

PLACE OF SERVICE_____________________________ 
NAME and ADDRESS OF FACILITY if applicable (see reverse): 
 
 
 
 
 

 

TRANSPLANT DIAGNOSIS CODES (ICD-9_ (CIRCLE APPROPRIATE CODES): V42.1 (HEART) V42.7 
(LIVER) 

V42.0 (KIDNEY); 

V42.5 (LUNG); V42.8 (DONE MARROW V42.8 (OTHER-SPECIFY) (____________________________) 

ANSWERS ANSWER QUESTIONS 1-5 AND 8-12 FOR IMMUNOSUPPRESSIVE DRUGS 
(Circle Y for Yes, N for No, or D for Does Not Apply, Unless Otherwise Noted) 

 Questions 6 and 7, reserved for other or future use. 

 What are the drug(s) prescribed and the dosage and frequency of administration of each? 

 HCPCS 
 

1. ______________ 

 MG 
 

__________________ 

 MES PER DAY 
 

_____________ 

 

2. ______________  __________________  ____________ 
 

3. ______________  __________________  ____________ 
  

Y       N 4. Has the patient had a organ transplant that was covered by Medicare? 

Enter Correct 
 Number(s) 

5. Which organ(s) have been transplanted? (list most recent transplant) (May enter up to three different organs). 

___________ 
 

___________ 
 

____________ 
 

1-Heart 
2-Liver 
3-Kidney 
4-Bone Marrow 
5-Lung 
 

6-whole organ pancreas, simultaneous with or subsequent to a kidney transplant 
7-Reserved future use 
8-Reserved future use 
9-Other 

____________ 8. Name of facility where transplant was performed. 

____________ 9. City where facility is located. 

____________ 10. State where facility is located 

____/____/___ 11. on what date was the patient discharged from the hospital following this transplant surgery? 

Y       N 12. Was there a prior transplant failure of this same organ? 

  PHYSICIAN NAME, ADDRESS (Printed or Typed) 

____________________________________ ______/_________/_______ 
 
 

SUPPLIER’S SIGNATURE 
(A Stamped Signature is Not Acceptable) 

DATE 

UPIN:__________________________________  
 

 _____________________________________ 

TELEPHONE #: (_____)_______ _____________ PRINT NAME 
Rev. 07/13/2000 
 

 

Figure 6-9. Durable Medical Equipment Regional Carrier (DMERC) Information Form 
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7. Coordination of Benefits/Medicaid Secondary Payer 
This chapter includes these COB/Medicaid Secondary Payer topics: 

• Filing Medicaid Secondary Claims (this page) 

• COB/Medicaid Secondary Billing Tips (page 60) 

• Common COB Questions (page 61) 

• COB Confirmation and Notification Form (page 64) 

7.1 Filing Medicaid Secondary Claims  
Medicaid is the payor of last resort. In cases where members have a separate health benefit plan, the 
provider must attempt to exhaust all third party benefits prior to submitting a claim to DCH. Claims with 
private insurance must be submitted to Medicaid within 12 months from the date of service. 

7.1.1 Paper Claims 

You can bill a paper claim by completing the claim form (CMS-1500, UB-92, or ADA) and attaching the 
required documentation, such as the primary insurance’s Explanation of Benefits (EOB) denial, a denial 
letter, or the COB Statement and Notification form. 

Paper claims (all types) should be submitted to the address below. Although paper claims will continue to 
be accepted, providers are strongly encouraged to submit claims electronically.  

GHP 
P.O. Box 5000 
McRae, GA 31055-5000 
 

Remember: There are other methods of filing claims (e. g., via the web portal, WINASAP2000). 

NOTE: 
Georgia-specific claim forms are no longer accepted. 

7.1.2 WINASAP2000 

WINASAP2000 Claims Submission is a free software package from ACS EDI Gateway, Incorporated. It 
is an easy-to-use Windows-based application that replaces the old DOS-based Electronic Media Claim 
(EMC) software. You may order a copy of WINASAP2000 by calling (800) 987-6715 (Monday – Friday, 
8:00 a.m. – 5:00 p.m. EST) or by visiting http://www.acs-gcro.com. (The WINASAP 2000 software will 
be modified in the fall of 2003 to eliminate the need for most paper documentation.) 

You do not need Internet access to use WINASAP2000. If you have a computer, a telephone line, and a 
modem, you can use WINASAP 2000. 

During the period from April 1, 2003 until the format is updated, special rules apply if you use the 
WINASAP2000 software or a clearinghouse vendor. To use these two methods for filing electronic 
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claims during this time, in many instances you must also submit the appropriate paper attachment after 
you submit the electronic claim as if the electronic claim were a paper claim. You must write the 
associated claim’s TCN on the top of the attachment so that the electronic claim and the attachment can 
be re-associated for processing. 

7.1.3 Clearinghouse Vendor 

If you use a clearinghouse or billing agent, the company must be able to submit an X12N (837) 
transaction on your behalf. (The X12 submissions will not require paper attachments except in certain 
cases, such as abortion, hysterectomies and sterilization.) 

• A clearinghouse is a company that accepts claims from you (the provider) and routes them to 
fiscal agents and other payers. The clearinghouse may also take responsibility for translating 
claims into formats that payers require. 

• A billing agent is a company that acts as a third party to providers, actually billing or entering the 
electronic claims on your behalf. 

• Most clearinghouse vendors will not be HIPAA compliant until required to do so in October, 
2003. All EDI (EMC) claims have been set to suspend for 30 days to allow time for providers to 
mail in or fax in the appropriate COB documentation. 

7.1.4 Web Portal 

You can also submit claims one at a time by entering them directly into the web portal. The web portal 
also provides access to submit batch claims in X12N (837) formats. However, batch submissions require 
a practice management system to create the batch file. 

Regardless of the method of submission, claims may be adjusted, edited and resubmitted, and voided 
through the web portal (see the chart below). For example, if you submit a claim through a clearinghouse, 
you are able to adjust, edit and resubmit, and void it through the web portal.  

Table 7-1. Web Portal Availability 
WINASAP2000 Available 24 hours after submission 
Web-Individual Available immediately after submission 
Web-Batch Available 4 hours after submission 
Clearinghouse Available 4 hours after submission if submitted through the web, and 24 hours after 

submission is submitted directly to EDI 

NOTE: 
In order to adjust any claim (regardless of the transmission method), you must have the assigned 
transaction control number (TCN). 

The GHP Web Portal address is http://www.ghp.georgia.gov. For additional assistance with claims 
submission via the web portal, call the Provider Inquiry Unit at (404) 298-1228 (Metro Atlanta) or (800) 
766-4456 (toll free). 
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7.2 Coordination of Benefits/Medicaid Secondary Billing Tips 
You can bill electronically using WINASAP2000, the web portal, or your clearinghouse vendor. You can 
also bill using the 837P, 837D, or 837I format without a clearinghouse (through the Electronic Data 
Interchange). 

You can bill a hard copy claim using a CMS-1500, UB-92, or ADA claim form. Use the appropriate field 
to indicate the amount paid by the primary insurance. Indicate the carrier number or carrier name and 
address in the appropriate block of the claim form. Also, indicate the total amount paid, including any 
discounts, in the appropriate block of the claim form (form locator 29.)  

No attachments are necessary unless a member has two or more insurance policies or the claim was 
denied by the primary insurance. Attach copies of the Explanation of Benefits (EOB) for each policy to 
the back of your claim for processing. If submitting the claim electronically, you may submit the paper 
attachment to PO Box 5000; McRae, GA  31055-5000. You can also fax it to 1-866-483-1044. 

Follow these billing tips to speed the processing of your claim: 

• Verify Medicaid eligibility, including verification of Medicaid known primary insurance plans, 
each time service is requested. See Chapter 3, Member Eligibility, for eligibility verification 
details. 

• In most cases, you must bill the primary insurance plans first, and then bill Medicaid. If more 
than one health plan exists for that member, you must bill all available plans before billing 
Medicaid. The following are exceptions to this requirement: 

o Non-institutional pregnancy related claims 

o Health Check claims 

o Coverage provided by a parent due to Absent Parent Court Ordered Medical Support  

In these cases, you have the option to bill the primary insurance plans first, and then bill 
Medicaid, or bill Medicaid only. If you choose to bill Medicaid rather than to bill the primary 
plans, you can never bill the primary plan for those services. Medicaid reimburses you the 
full Medicaid allowance and then seeks reimbursement directly from the primary plans. 

• Do not use a highlighter on claim forms or other documents. All claims are imaged, and 
highlighted areas are darkened and illegible when claim copies are retrieved for review.  

• Write “COB” in bold letters on all attachments.  

• If you use electronic billing and you need to send a separate paper attachment, remember that you 
must write the associated claim TCN at the top of the form. 

• Enter only third party payments in the “Amount Paid” block (form locator 29) of the claim form. 
Medicaid-required copayments are not entered in form locator 29 of the CMS-1500 claim form 
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7.3 Common Coordination of Benefits Questions 
Providers sometimes have questions about filing and billing COB claims. The most common questions 
are answered below: 

Question 1: When do I file a Medicaid Secondary payer claim for a Medicaid member? 

Answer:  

The enrolled provider must make reasonable efforts to collect funds from all liable third parties. 
Reasonable efforts include, but are not limited to:  

• Reviewing member eligibility each month.  

• Questioning the member to identify the presence of a primary insurance.  

• Filing claim(s) with the appropriate third parties, prior to filing with Medicaid.  

• Reporting any identified primary insurance plans and indicating the paid amounts in the 
appropriate fields, whether billing a paper claim or electronically. 

• Contacting the primary insurance for a verbal determination. 

Question 2: If I don’t receive third party payment, how do I bill Medicaid? 

Answer:  

• You can bill electronically using WINASAP2000, the web portal. However, you should note that 
during the period from April 1, 2003 until the format is updated in the Fall of 2003, special rules 
apply if you use the WINASAP2000 software or a clearinghouse vendor. To use this method, you 
must also submit the appropriate paper attachment after you submit the electronic claim. You 
must write the associated claim’s TCN on the top of the attachment so that the electronic claim 
and the attachment can be re-associated for processing. 

• You can bill a paper claim by completing the claim form (CMS-1500, UB-92, or ADA) and 
attaching the required documentation, such as the primary insurance’s EOB denial, a denial letter, 
or the COB Confirmation and Notification Statement. 

• Remember the filing deadlines. If you don’t receive a response from the primary insurance and 
you are nearing the COB timely filing limit of 12 months from the date of service, follow these 
steps: 

1) Complete the COB Notification Form. 

2) Explain that you received no response from the primary insurance. 

3) Submit the COB Notification Form with your paper claim or submit it separately (marked 
with the associated TCN) following an electronic claim submission. 
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Question 3: How long do I have to file my Medicaid Secondary claim to Medicaid?  

Answer:   

• When eligible members have other insurance coverage, you have up to one year from the date of 
service (DOS) to send your claim to GHP for payment.  

• Please refer to Part I Policy, Section 201.3(b), for more detailed information on timely 
submission of claims.  

Question 4: How do I bill a Health Maintenance Organization (HMO) copayment?  

Answer:  

• Bill only if you are an “in-network” provider for the member’s prepaid managed care plan.  

• If no Explanation of Benefits (EOB) is available, attach the COB Notification Form indicating the 
copayment amount in the appropriate field.  

• You can only bill an amount equal to the member’s copayment amount in any field designated as 
‘Billed Amount’, ‘$ Charges’, or ‘Total Charges.’ 
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7.4 Coordination of Benefits Confirmation and Notification Form  
Consider this example of how a COB Confirmation and Notification Statement is used: 

Scenario: The provider discovers that the member’s COB information is no longer valid. The provider 
reports the new information in the COB Non-Coverage Affidavit section of the form. The member is 
using a new insurance carrier, so the provider reports this information in the COB Notification section. 
The new insurance is an HMO and no EOB is available. When billing for the copayment, the provider 
writes the insurance carrier name and copayment in the box below the member’s name.  

The COB Notification Form can perform up to three functions at once:  

• Confirm that no response was received from the member’s insurance carrier. 

• Notify and provide details to DCH regarding a member’s primary insurance.  

• Allow copayment billing when there is no EOB available. 

7.4.1 Tips for Completing the Coordination of Benefits and Notification 
Form 

 
Follow these tips when completing a COB and Notification Form: 

• Make sure the form is signed and dated.  

• Enter the provider’s number in the space provided.  

• Enter the provider’s category of service on the line in front of “Services.” 

• Complete separate forms for each insurance card, if the member uses multiple cards, such as a 
medical card and a pharmacy card. 
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7.4.2 Coordination of Benefits Notification Form (DMA-410) 

The following is an example of the COB Notification Form.  

 

Figure 7-1. Coordination of Benefits (COB) Confirmation Statement 
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7.4.3 Pharmacy-Specific Coordination of Benefits Confirmation Statement 
 

I submitted my claim(s) to   on  
 Insurance Carrier  Date 
   
For payment. After receiving no response, I contacted the carrier on   for 
   Date 
confirmation.    
    
The following information was provided for:    
    
Recipient Name:    
Medicaid ID#:  
Policy Holder:  
Policy Number:  
  
Insurance Representative:  Telephone #:  
    
  Insurance was cancelled on    
   Date  
  Service is non-covered   
   
  Recipient not covered under this policy  
  
  MTX for Medicare non-cancer diagnosis - state pt. diagnosis:  
    
  Medicare covered Immunosuppressant therapy limit exceeded 
   
  Oral Anti-Emetics for confirmed non-cancer diagnosis – state diagnosis  
   
  Other:  
   
Thank you, 
 
     

Signature  Date  Provider # or NABP# 
     
Pharmacist     
     
Note: This statement must be in accordance with the provisions of Part I Policies and Procedures Chapter 200. timely 

Submission Section 201.3(b) 
  
If you are using this form for Medicare exclusions, attach to claim form and send to ESI. 

If you are using this form to communicate (COB) changes, FAX to ACS at 1-866-483-1044. 

  

THIS FORM MAY BE PHOTOCOPIED 

Figure 7-2. Pharmacy Coordination of Benefits (COB) Confirmation Statement 
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8. Electronic Claims Submission 
This chapter explains the different methods to submitting and processing claims and provider support. 

8.1 New Options for Claims Submissions Georgia Health 
Partnership 

GHP uses a new computer system for claims processing, health care administration and provider support. 
The new GHP computer system benefits providers participating in the Medicaid and PeachCare for Kids 
programs in many ways:  

• More ways to submit claims electronically  

• Quicker payments  

• Ability to adjust claims online  

• Electronic support for other health care transactions; GHP provides methods for providers to 
submit and inquire about:  

o Member eligibility  

o Referral, prior authorization, and pre-certification  

o Presumptive eligibility  

o Provider application  

o Claims  

o Many other transactions  

For more general information about GHP, visit the DCH web page at http://www.communityhealth.state.ga.us.  

8.2 How Will I Submit Medicaid and PeachCare for Kids Claims 
to Georgia Health Partnership? 

DCH strongly encourages electronic submission of claims and most other transactions.  

You can use one or more methods to submit claims and other transactions to GHP. Every provider should 
be able to utilize one or more methods appropriate for their size and computer capabilities.  

NOTE: 
Any hardware changes or software upgrades or purchases are at the expense of the provider.  
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8.2.1 Georgia Health Partnership Web Portal  

You can submit claims and other transactions using the GHP Web Portal specifically developed for 
Georgia Medicaid and PeachCare for Kids. Transactions can be keyed individually or submitted in 
batches from your computer system. Batches must be in 837P, 837D, or proprietary format. (Batches 
submitted via proprietary formats are only accepted through October 16, 2003.)  

Online editing and claims adjustment can be done in real time via the web portal (www.ghp.georgia.gov). 
Inquiries can also be made from the web portal. Web functions are available for all claims, regardless of 
the method used to submit them. For additional information on claims submission via the web portal, 
contact the CIC at (404) 298-1228 (Metro Atlanta) or (800) 766-4456 (toll free).  

8.2.2 Dial-up Using WINASAP2000  

WINASAP2000 software is available to providers from GHP (free of charge). This software is similar to 
the Electronic Media Claim (EMC) field software currently used by some providers to submit claims. No 
Internet access is needed. Providers can use their personal computers (PCs) with a modem and an 
ordinary phone line to access the new system. WINASAP2000 can be downloaded from 
www.acs-gcro.com. You may also obtain a copy on CD-ROM by calling (800) 987-6715. 

8.2.3 Dial-Up Using Other Software  

You can use other software not supplied by GHP, via ordinary phone lines, to submit batches of claims as 
long as they are in the acceptable formats. There are many possibilities, ranging from inexpensive 
electronic data capture and submission software to complex hospital and practice management computer 
systems. The key difference between this option and WINASAP2000 is that WINASAP2000 is a self-
contained software package, while other dial-up methods may require some modifications to your existing 
system. The specifications for these modifications are available to your billing support staff, billing agents 
or Information Technology (IT) department. These specifications are available in the form of documents 
called “Companion Guides.” The Companion Guides can be obtained by visiting www.acs-gcro.com or 
by calling (800) 987-6715.  

8.2.4 Clearinghouse  

A clearinghouse is a company that accepts claims from a provider and routes them to fiscal agents and 
other payers. The clearinghouse can also take responsibility for translating claims into formats that payers 
require. If you currently submit Medicaid and PeachCare for Kids claims via a clearinghouse, you can 
continue to do so with the new system as long as the clearinghouse makes the necessary arrangements and 
modifications, based on the specifications available.  

8.2.5 Billing Agent  

A billing agent is a company that acts as a third party to providers, actually billing or entering the 
electronic claims on behalf of the providers. As with clearinghouses, providers are able to continue to use 
their current billing agent once the billing agent makes the required arrangements and changes to submit 
to the new system.  

Lists of certified vendors, billing agents and clearinghouses are available from ACS EDI Gateway 
Services, which can be contacted at www.acs-gcro.com or by calling (800) 987-6715.  
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8.2.6 Tape Cartridge, Host-to-Host  

Some large hospitals and other facilities currently submit claims to GHP on tape cartridges or “host-to-
host” through telecommunication lines. These options continue to be available with GHP and are 
expanded to include additional types of transactions. These claim submissions must be in the required 
format.  

Table 8-1. Benefits of Electronic Submission 
Benefits of electronic submission include: 

• More streamlined business process  
• Faster transfer of data  
• Security of data with user passwords  

• Far fewer errors  
• Saves unnecessary recapture of data  
• Less time wasted on exception handling  

8.2.7 Receiving Data Electronically from the Georgia Health Partnership  

Providers have several options for receiving transactions and other data back from GHP. Following are 
the methods to receive transactions and other data:  

• For transactions keyed individually into the GHP Internet Web Portal, feedback is provided 
immediately on the provider’s computer screen.  

• For transactions submitted in batches, providers may obtain feedback via one of two methods.  

o Information may be downloaded from the Internet web site.  

o For providers that do not use the Internet to submit and receive data from GHP, information 
may be downloaded from a bulletin board system (BBS) that can be accessed via a dial-up 
computer connection.  

8.3 Choosing an Electronic Data Interchange Method  
The following chart helps you understand and determine the best electronic claim submission solution(s) 
for your practice or facility.  
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Table 8-2. Electronic Data Interchange Options 
Electronic Data Interchange Options 

Method Requirements Transactions Supported Feedback Methods 
Internet Web 
Portal 
 

• Computer with browser and Internet access. The 
portal supports Internet Explorer 5.0 or higher and 
Netscape 4.7.2 or higher.  

• Transactions may be keyed individually (also 
called interactive entry) OR 

• Transactions may be submitted in batches. For this 
option, your vendor, clearinghouse, or billing  
agent must use HIPAA standards 

• Claim submission and inquiry 
• Eligibility inquiry and response 
• Prior authorization request and 

response  
• Provider application  
• Member presumptive 

eligibility 
• Batch and individual claims 

submission 
• Editing, adjusting, and voiding 

of claims  

• Real-time feedback via web for 
individual entry  

• Web portal (preferred) or bulletin 
board system (BBS) for batch 
submissions  

 

Dial-up 
WINASAP 
2000 

• Computer with dial-up capability 
• Windows 95 (or higher) operating system 
• Pentium or equivalent processor 
• CD-ROM drive 
• 50 megabytes of free disk space 
• WINASAP2000 software available free from GHP  
• Hayes-compatible 9600 baud asynchronous 

modem 
• Telephone connectivity 

• Claim submission (key claims 
into WINASAP, then dial up 
GHP to submit) 

• Immediate Confirmation of Receipt 
• Remittance advice via web portal or 

BBS  

Other Dial-up 
Software 

• Hardware requirements are determined by the 
software vendor  

• Computer with dial-up capability  
• Ability to format files as HIPAA or other 

supported standards  

• Claim submission and inquiry  
• Eligibility inquiry and response 
• Prior authorization request and 

response  

• Web portal (preferred)  
• BBS 

Clearing-house 
or Billing 
Agent 

• Ability to format files as HIPAA or other supported 
standards 

• Claim submission and inquiry  
• Eligibility inquiry and response 
• Prior authorization request and 

response  

• Web portal (preferred)  
• BBS  

 

Tape Cartridge, 
Host-to-Host 

• Ability to format files as HIPAA or other supported 
standards  

• Claim submission and inquiry  
• Eligibility inquiry and response 
• Prior authorization request and 

response  

• Web portal (preferred)  
• BBS 
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8.4 Submitting Page Attachments for Electronically Submitted 
Claims 

When electronically billing claims that require the submission of a paper attachment, providers should use 
the following form. 

 

Figure 8-1. Attachment Form for Electronically Submitted Claims  
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9. Remittance Advice 
This chapter describes the contents of a Remittance Advice (RA). It includes generic advice statements 
with descriptions that identify the meaning of the lines on the remittance advice. This chapter also 
contains valuable “how-to” information for getting the most benefits from the information displayed on a 
remittance advice 

9.1 Methods for Obtaining a Remittance Advice 
Each provider is asked to select a method of delivery as part of Provider Enrollment, either paper or 
electronically through the Message Center from My Workspace. These methods include: 

• X12N 835 electronic transaction 

• Print image (via the web portal) 

• Paper (via mail) 

You can change your selection at any time by updating your account online.  

9.2 Remittance Advice Contents  
All claims are processed to create a weekly statement to providers. All pages are numbered. This 
statement, a RA statement, contains these sections:  

• Header Page 

• Financial Summary Sheet 

• Payment Sheets 

• Carrier Data Page 
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9.2.1 Remittance Advice Header Page 

The following figure represents the first page of the RA. It is called the Header Page. It contains your 
address and the address of the GHP. If your address changes or you received the wrong remittance advice, 
contact the Customer Interaction Center (CIC) by dialing: 

• (404) 298-1228 (Metro Atlanta) or  

• (800) 766-4456 (toll free). 
 

 
XXXXXXXXX*********************************** GEORGIA MULTIHEALTHNET REMITTANCE 
ADVICE*********************PAGE:  999,999 
  
  
  
  
  
  
  
  
  
  
                                                                XXXXXXXXX 
                                                                XXXXXXXXXXXXXXXXXXXXXXXXXX 
                                                                XXXXXXXXXXXXXXXXXXXXXXXXXX 
                                                                XXXXXXXXXXXXXXXX XX  99999 
 
 
   PLEASE SEND INQUIRIES TO: GHP 
    ADDRESS 1 
    ADDRESS 2 

 

Figure 9-1. Remittance Advice Header Page 
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9.2.2 Remittance Advice Second Page 

The second page of the RA displays the provider’s name, address, and provider number. Contact the CIC 
if any of this information is incorrect. It also displays information about this specific RA, including the 
number assigned for the payment cycle. It displays the remittance sequence number, based on the total 
number of remittances issued to the provider. This number is sequential, so you can use it to tell if a 
remittance is missing. 

The provider name, address, and ID number appear in the top left corner of the page. The date, payment 
cycle number, sequence number, and page number appear in the top right corner of the page. 

Banner messages appear as text boxes in the center of the page. 
 

XXXXXXXXXXXXXXXXXXXXXXXXXX                  GEORGIA MULTIHEALTHNET SYSTEM                                                   DATE:   99/99/99 
XXXXXXXXXXXXXXXXXXXXXXXXXX                 DEPARTMENT OF COMMUNITY HEALTH                                 REMITTANCE:   99999999 
XXXXXXXXXXXXXXXX XX  99999                                      REMITTANCE ADVICE                                                               REMIT SEQ: 9999 
 
                                                                       PAGE:   99999999 
PROVIDER NO: 999999999-XXX                                                                                                             RPT PAGE:  999999999 

 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
 
 
 
 
 
XXXXXXXXXXXXXXXXXXXXXXXXXX                  GEORGIA MULTIHEALTHNET SYSTEM                                                   DATE:   99/99/99 
 

Figure 9-2. Second Page 
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9.3 Remittance Advice of Professional Services 
The following figure depicts the Member Name Line Information on the RA. The Member Name line 
appears just below the provider information. 

9.3.1 Member Name Line 
 
XXXXXXXXXXXXXXXXXXXXXXXXXX                                GEORGIA MULTIHEALTHNET SYSTEM                                                       
DATE:   99/99/99 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                           DEPARTMENT OF COMMUNITY HEALTH                                        
REMITTANCE:   99999999 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                                                         
REMIT SEQ:   99999999 
 XXXXXXXXXXXXXXX  XX  99999                                                                                                                                                                  
PAGE:   99999999 
 PROVIDER NO: 999999999-XXX                                                                                                                                                         RPT PAGE:  
999999999 
 CLAIM TYPE P - PHYSICIAN     ADJUDICATED  
 ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
------------------------- 
 RECIPIENT ID   RECIPIENT NAME        MED REC NUMBER                  TCN                 SVC PROV 
 LN  SERVICE DATES              PROC      PM    PM ALWD-UNITS   BILLED   COPAY PD    ALWD+TAX     TPL        PAYMENT      EOB      
STATUS 
 ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
------------------------- 
  
 999999999999 XXXXXXX,XXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX 
 01  99/99/99 99/99/99              99999        XX   XX    99999.99-    999999.99-   999.99-     999999.99-      999999.99-  999999.99-   9999 9999    
DENY 
 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 02  99/99/99 99/99/99              99999        XX    XX   99999.99-    999999.99-   999.99-     999999.99-      999999.99-  999999.99-                          
PAID 
 DUPLIC TCN: 99999999999999999 DATED: 99/99/99 
                                                                                 CLAIM TOTAL:  999999.99-   999.99-     999999.99-     999999.99-  999999.99- 
  
 999999999999 XXXXXXX,XXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                                9999 
9999 
 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 01  99/99/99 99/99/99             99999         XX    XX   99999.99-    999999.99-   999.99-      999999.99-     999999.99-  999999.99-                          
DENY 
                                                                                CLAIM TOTAL:  999999.99-   999.99-       999999.99-    999999.99-  999999.99- 
 FORMER TCN: 99999999999999999 DATED: 99/99/99 
  

 ADJUDICATED  TOTALS:  9999 CLAIM LINES                          9999999.99-  9999.99-    9999999.99-   9999999.99- 9999999.99- 

Figure 9-3. Member Name Line Information 
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A Member Name line appears for each claim on the RA and includes one of these two sets of 
information: 
 

• Member ID number 

• Member name 

• Patient control number 
 

}or{
 

• Patient record number 

• Transaction Control Number (TCN) 

• Claim payment remark codes 
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9.3.2 Claim Line Information 

The following figure depicts the Claim Line Information on the RA. The Claim Line Information line 
appears immediately below the Member Name line. 
 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                     GEORGIA MULTIHEALTHNET SYSTEM                                                       
DATE:   99/99/99 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                           DEPARTMENT OF COMMUNITY HEALTH                                        
REMITTANCE:   99999999 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                                                         
REMIT SEQ:   99999999 
 XXXXXXXXXXXXXXX  XX  99999                                                                                                                                                                  
PAGE:   99999999 
 PROVIDER NO: 999999999-XXX                                                                                                                                                         RPT PAGE:  
999999999 
 CLAIM TYPE P - PHYSICIAN 
     ADJUDICATED  
 ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
------------------------- 
 RECIPIENT ID   RECIPIENT NAME        MED REC NUMBER                  TCN                 SVC PROV 
 LN  SERVICE DATES              PROC      PM    PM ALWD-UNITS   BILLED   COPAY PD    ALWD+TAX     TPL        PAYMENT      EOB      
STATUS 
 ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
------------------------- 
  
 999999999999 XXXXXXX,XXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX 
 01  99/99/99 99/99/99              99999        XX   XX    99999.99-    999999.99-   999.99-     999999.99-      999999.99-  999999.99-   9999 9999    
DENY 
 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 02  99/99/99 99/99/99              99999        XX    XX   99999.99-    999999.99-   999.99-     999999.99-      999999.99-  999999.99-                          
PAID 
 DUPLIC TCN: 99999999999999999 DATED: 99/99/99 
                                                                                 CLAIM TOTAL:  999999.99-   999.99-     999999.99-     999999.99-  999999.99- 
  
 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                       9999 
9999 
 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 01  99/99/99 99/99/99             99999         XX    XX   99999.99-    999999.99-   999.99-      999999.99-     999999.99-  999999.99-                          
DENY 
                                                                                CLAIM TOTAL:  999999.99-   999.99-       999999.99-    999999.99-  999999.99- 
 FORMER TCN: 99999999999999999 DATED: 99/99/99 
  

 ADJUDICATED  TOTALS:  9999 CLAIM LINES                          9999999.99-  9999.99-    9999999.99-   9999999.99- 9999999.99- 

Figure 9-4. Claim Line Information 

Each claim contains several lines of information, and the lines in each claim are numbered. The Claim 
Line Information line includes these items: 

• Line number 

• Tooth (only if you are a dental provider) 

• Procedure code 

• Procedure code modifier 

• Allowed units 

• Amount billed 
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• Dates of service from/to 

• Copay paid 

• Amount allowed plus tax 

• Claim payment remark codes 

• Status 
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9.4 Claim Total 
The following figure depicts the Claim Total on the RA. Each individual claim is totaled on the 
remittance advice.  
 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                    GEORGIA MULTIHEALTHNET SYSTEM                                                       
DATE:   99/99/99 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                           DEPARTMENT OF COMMUNITY HEALTH                                        
REMITTANCE:   99999999 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                                                         
REMIT SEQ:   99999999 
 XXXXXXXXXXXXXXX  XX  99999                                                                                                                                                                  
PAGE:   99999999 
 PROVIDER NO: 999999999-XXX                                                                                                                                                         RPT PAGE:  
999999999 
 CLAIM TYPE P - PHYSICIAN 
     ADJUDICATED  
 ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
------------------------- 
 RECIPIENT ID   RECIPIENT NAME        MED REC NUMBER                  TCN                 SVC PROV 
 LN  SERVICE DATES              PROC      PM    PM ALWD-UNITS   BILLED   COPAY PD    ALWD+TAX     TPL        PAYMENT      EOB      
STATUS 
 ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
------------------------- 
  
 999999999999 XXXXXXX,XXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX 
 01  99/99/99 99/99/99              99999        XX   XX    99999.99-    999999.99-   999.99-     999999.99-      999999.99-  999999.99-   9999 9999    
DENY 
 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 02  99/99/99 99/99/99              99999        XX    XX   99999.99-    999999.99-   999.99-     999999.99-      999999.99-  999999.99-                          
PAID 
 DUPLIC TCN: 99999999999999999 DATED: 99/99/99 
                                                                                 CLAIM TOTAL:  999999.99-   999.99-     999999.99-     999999.99-  999999.99- 
  
 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                       9999 
9999 
 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 01  99/99/99 99/99/99             99999         XX    XX   99999.99-    999999.99-   999.99-      999999.99-     999999.99-  999999.99-                          
DENY 
                                                                                CLAIM TOTAL:  999999.99-   999.99-       999999.99-    999999.99-  999999.99- 
 FORMER TCN: 99999999999999999 DATED: 99/99/99 
  

 ADJUDICATED  TOTALS:  9999 CLAIM LINES                          9999999.99-  9999.99-    9999999.99-   9999999.99- 9999999.99- 

Figure 9-5. Claim Total 

A Claim Total line appears for each individual claim and includes these items: 

• Amount billed 

• Copay paid 

• Amount allowed plus tax 

• COB  

Claim Total 
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9.5 Section Totals 
The following figure depicts the Section Total on the RA. Claims are separated by status: adjudicated, 
adjusted, denied, or voided. The remittance advice includes subtotals for each claim status. 
 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                            GEORGIA MULTIHEALTHNET SYSTEM                                                          
DATE:   99/99/99 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                           DEPARTMENT OF COMMUNITY HEALTH                                        
REMITTANCE:   99999999 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                                   REMITTANCE ADVICE                                                                         
REMIT SEQ:  999999 
 XXXXXXXXXXXXXXX  XX  99999                                                                                                                                                                  
PAGE:   99999999 
 PROVIDER NO: 999999999-XXX                                                                                                                                                         RPT PAGE:  
999999999 
 CLAIM TYPE P - PHYSICIAN 
     ADJUDICATED  
 ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
 RECIPIENT ID   RECIPIENT NAME        MED REC NUMBER                  TCN                 SVC PROV 
 LN  SERVICE DATES              PROC      PM    PM ALWD-UNITS   BILLED   COPAY PD    ALWD+TAX     TPL        PAYMENT      EOB    
STATUS 
 ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
  
 999999999999 XXXXXXX,XXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX 
 01  99/99/99 99/99/99              99999        XX   XX    99999.99-    999999.99-   999.99-     999999.99-      999999.99-  999999.99-   9999 9999    
DENY 
 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 02  99/99/99 99/99/99              99999        XX    XX   99999.99-    999999.99-   999.99-     999999.99-      999999.99-  999999.99-                          
PAID 
 DUPLIC TCN: 99999999999999999 DATED: 99/99/99 
                                                                                 CLAIM TOTAL:  999999.99-   999.99-     999999.99-     999999.99-  999999.99- 
  
 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                       9999 
9999 
 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 01  99/99/99 99/99/99             99999         XX    XX   99999.99-    999999.99-   999.99-      999999.99-     999999.99-  999999.99-                          
DENY 
                                                                                CLAIM TOTAL:  999999.99-   999.99-       999999.99-    999999.99-  999999.99- 
 FORMER TCN: 99999999999999999 DATED: 99/99/99 

  ADJUDICATED  TOTALS:  9999 CLAIM LINES                          9999999.99-  9999.99-    9999999.99-   9999999.99- 9999999.99- 

Figure 9-6. Section Totals 

The Section Total line may include the adjudicated section, adjustment totals, or the voided total. This 
information includes these totals: 

• Total number in current section 

• Amount billed 

• Copay paid 

• Amount allowed plus tax 

• COB  

• Payment amount 

Section Total 
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9.6 Institutional Remittance Advice 
The Member Name line for Institutional Remittance Advices is the same as the one on the Remittance 
Advice for Professional Services. Several types of claims are included in this claim category. 

9.6.1 Diagnosis Related Group 

The Diagnosis Related Group (DRG) type of institutional claim reflects a difference in payment methods. 
 
XXXXXXXXXXXXXXXXXXXXXXXXXX                 DEPARTMENT OF COMMUNITY HEALTH                                                   
REMITTANCE:   99999999 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                              REMITTANCE ADVICE                                                                          
REMIT SEQ:   99999999 
 XXXXXXXXXXXXXXX  XX  99999                                                                                                                                                                  
PAGE:   99999999 
 PROVIDER NO: 999999999-XXX                                                                                                                                                         RPT PAGE:  
999999999 
 CLAIM TYPE I - INPATIENT HOSPITAL           PAYMODE: DRG 
     ADJUDICATED  
 ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------
--------------------------- 
 MEMBER ID            MEMBER NAME        PAT CNTRL NUM        TCN          BILLED        NONCOVERED    COPAY    ALLOWED+ 
 SERVICE DATES                  REV CD                                                               AMOUNT          AMOUNT           PAID     TAX AMOUNT      
EOB    STATUS 
 ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------
--------------------------- 
  
 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999                                           9999 9999 
 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 99/99/99 99/99/99      001                                                                                   999999.99-    999999.99-     999.99-         999999.99-                      
XXXXXX 
 DUPLIC TCN: 99999999999999999 DATED: 99/99/99                                                                                             COB:  999999.99-      PAY:  
999999.99- 
  
 DRG: 999  DX: XXXXX XXXXX XXXXX XXXXX XXXXX  PX: 99999 99999 99999 
  
 ADJUDICATED  TOTALS:  9999 CLAIM LINES                                       TOTAL ALWD+TAX AMT: 9999999.99- 
                                                                                                                                                                                            COB: 9999999.99- PAY: 
9999999.99- 

Figure 9-7. Diagnosis Related Group 

The DRG Institutional line includes these items: 

• DRG (DRG Code) 

• Diagnosis code  

• Hospital surgical procedure code 

Output Institutional Lines 
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9.6.2 Outpatient Institutional Claim 
 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                           GEORGIA MULTIHEALTHNET SYSTEM                                                           
DATE:   99/99/99 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                         DEPARTMENT OF COMMUNITY HEALTH                                         
REMITTANCE:   99999999 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                                           REMITTANCE ADVICE                                                            REMIT 
SEQ:   99999999 
 XXXXXXXXXXXXXXX  XX  99999                                                                                                                                                                 
PAGE:   99999999 
 PROVIDER NO: 999999999-XXX                                                                                                                                                         RPT PAGE:  
999999999 
 CLAIM TYPE O - OUTPATIENT HOSPITAL 
     ADJUDICATED  
 ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
 MEMBER ID         MEMBER NAME        PAT CNTRL NUM          TCN     BILLED    NONCOVERED    COPAY    ALLOWED+ 
 SERVICE DATES       REV/HCPC                      UNITS                                 AMOUNT      AMOUNT             PAID   TAX AMOUNT        
EOB        STATUS 
 ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
  
 99999999999999 XXXXXXXX,XXXXXXXXXX X 999999999999999   99999999999999999                                                                      9999 
9999 
 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 DUPLIC TCN: 99999999999999999 DATED: 99/99/99 
 99/99/99 99/99/99   999/99999             999-                                             999999.99-     999999.99-         999.99-       999999.99-       9999 9999   
XXXXXX 
 99/99/99 99/99/99   999/99999             999-                                              999999.99-    999999.99-          999.99-      999999.99-       9999 9999   
XXXXXX 
 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 99/99/99 99/99/99   999/99999             999-                                              999999.99-   999999.99-          999.99-      999999.99-        9999 9999   
XXXXXX 
 99/99/99 99/99/99   001                                                                                        999999.99-   999999.99-           999.99-      999999.99- 
                                                                                                                                                                               COB:  999999.99-             PAY:  
999999.99- 
  
 ADJUDICATED  TOTALS:  9999 CLAIM LINES                                   TOTAL ALWD+TAX AMT: 9999999.99- 
                                                                                                                                                                                COB: 9999999.99-            PAY: 
9999999.99- 

Figure 9-8. Outpatient Institutional Claim, Claim Totals 

The Outpatient Institutional Claim may contain multiple lines. Each line contains the following: 

• Dates of service from/to 

• Revenue code/HCPCS code 

• Units 

• Billed amount 

• Noncovered amount 

• Copay paid 

• Allowed plus (+) tax amount 

• Claim payment remark codes 

• Status 
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9.6.3 Claim Total 
 

XXXXXXXXXXXXXXXXXXXXXXXXXX                     GEORGIA MULTIHEALTHNET SYSTEM                          DATE:   99/99/99 
XXXXXXXXXXXXXXXXXXXXXXXXXX                           DEPARTMENT OF COMMUNITY HEALTH                               REMITTANCE:   99999999 
XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                                                REMIT SEQ:   99999999 
XXXXXXXXXXXXXXX  XX  99999                                                                                                                                                         PAGE:   99999999 
PROVIDER NO: 999999999-XXX                                                                                                                                                RPT PAGE:  999999999 
CLAIM TYPE O - OUTPATIENT HOSPITAL                                                                                                                                                                                     
 ADJUDICATED   
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
MEMBER ID         MEMBER NAME        PAT CNTRL NUM          TCN     BILLED    NONCOVERED    COPAY    ALLOWED+                              
SERVICE DATES       REV/HCPC             UNITS                                      AMOUNT      AMOUNT             PAID   TAX AMOUNT    EOB            STATUS  
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
99999999999999 XXXXXXXX,XXXXXXXXXX X 999999999999999   99999999999999999                                                          9999 9999  
EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999  
DUPLIC TCN: 99999999999999999 DATED: 99/99/99  
99/99/99 99/99/99   999/99999             999-                                              999999.99-   999999.99-            999.99-  999999.99-     9999 9999   XXXXXX  
99/99/99 99/99/99   999/99999             999-                                              999999.99-   999999.99-            999.99-  999999.99-     9999 9999   XXXXXX  
EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999  
99/99/99 99/99/99   999/99999             999-                                              999999.99-   999999.99-            999.99-  999999.99-     9999 9999   XXXXXX  
99/99/99 99/99/99   001                                                                              999999.99-   999999.99-            999.99-  999999.99-                                                  
                                                                                                                                                                              COB:  999999.99-   PAY:  999999.99-   
 
ADJUDICATED  TOTALS:  9999 CLAIM LINES                                   TOTAL ALWD+TAX AMT: 9999999.99-                                                                          
                                                                                                                                                                         COB: 9999999.99-   PAY: 9999999.99- 

Figure 9-9. Claim Total 

Each outpatient institutional claim is totaled. The second line in the Claim Total includes the COB and 
payment amounts. The information in the Claim Total line includes these items: 

• Billed amount 

• Noncovered amount 

• Copay paid 

• Allowed plus tax 

• COB 

• Payment 

Claim Totals 
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9.6.4 Adjustments and Voids 
 

 
XXXXXXXXXXXXXXXXXXXXXXXXXX                            GEORGIA MULTIHEALTHNET SYSTEM                                                            DATE:   
99/99/99 
 XXXXXXXXXXXXXXXXXXXXXXXXXX                          DEPARTMENT OF COMMUNITY HEALTH                                         REMITTANCE:   
99999999 
 XXXXXXXXXXXXXXX  XX  99999                                                   REMITTANCE ADVICE                                                             REMIT SEQ:   99999999 
                                                                                                                                                                                                                            PAGE:   99999999 
 PROVIDER NO: 999999999-XXX                                                                                                                                                          RPT PAGE:   99999999 
 CLAIM TYPE O - OUTPATIENT HOSPITAL 
     ADJUSTMENT  
 -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
-- 
 MEMBER  ID          MEMBER NAME      PAT CNTRL NUM       TCN      BILLED        NONCOVERED        COPAY       ALLOWED+ 
 SERVICE DATES        REV/HCPC               UNITS                                 AMOUNT           AMOUNT            PAID          TAX AMOUNT    EOB        STATUS 
 -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
-- 
  
 99999999999999 XXXXXXXX,XXXXXXXXXX X 999999999999999   99999999999999999                                                                9999 9999 
 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 99/99/99 99/99/99   99999/999                                         999-                                         999999.99-         999999.99-                     999.99-              999999.99-   9999 
9999   DEBIT 
 99/99/99 99/99/99   99999/999                                         999-                                         999999.99-         999999.99-                      999.99-             999999.99-   9999 
9999   DEBIT 
 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 99/99/99 99/99/99                     001                                                                                  999999.99-          999999.99-                     999.99               999999.99- 
 ADJUST TCN: 99999999999999999       DATED: 99/99/99                                                                     COB:                 999999.99-   PAY:  999999.99- 
  
 99999999999999 XXXXXXXX,XXXXXXXXXX X 999999999999999   99999999999999999                                                                                                    9999 
9999 
 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 99/99/99 99/99/99   99999/999                                         999-                                        999999.99-         999999.99-                       999.99-             999999.99-   9999 
9999   CREDIT 
 99/99/99 99/99/99   99999/999                                         999-                                         999999.99-        999999.99-                       999.99-             999999.99-   9999 
9999   CREDIT 
 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 99/99/99 99/99/99   001                                                                                                     999999.99-         999999.99-                      999.99-             999999.99- 
 ADJUST TCN: 99999999999999999 DATED: 99/99/99                                                                            COB:                999999.99-   PAY:  999999.99- 
  
************************************************************************************************************************************ 
 ADJUSTMENT   TOTALS:  9999 CLAIM LINES                                                   TOTAL ALWD+TAX AMT: 9999999.99- 
 
                                                                                          COB:                 9999999.99-   PAY: 9999999.99- 

Figure 9-10. Adjustments and Voids 

The adjusted claim was designed to help you reconcile reports. It contains the same lines as other claims 
of its type. However, it also contains these two additional pieces of information: 

• Former TCN (claim number) 

• Adjusted TCN (claim number) 

Any claims that have been voided also appear on the remittance advice, along with the date of the void. 

No other claim numbers are associated with the voided claim. If you resubmit the claim information from 
the voided claim, the resubmitted claim is assigned a new TCN and is not linked to the voided claim. 

Adjustment Information 
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9.6.5 Voided Claims 
 

XXXXXXXXXXXXXXXXXXXXXXXXXX                     GEORGIA MULTIHEALTHNET SYSTEM                                                       DATE:   99/99/99 
XXXXXXXXXXXXXXXXXXXXXXXXXX                                 DEPARTMENT OF COMMUNITY HEALTH                                   REMITTANCE:   99999999 
XXXXXXXXXXXXXXXXXXXXXXXXXX                                               REMITTANCE ADVICE                                                          REMIT SEQ:   99999999 
XXXXXXXXXXXXXXX  XX  99999                                                                                                                                                                   PAGE:   
99999999 PROVIDER NO: 999999999-XXX                                                                                                                                                          RPT PAGE:  
999999999 CLAIM TYPE O - OUTPATIENT HOSPITAL      
            VOIDED   
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
MEMBER ID       MEMBER NAME          PAT CNTRL NUM                      TCN     BILLED    NONCOVERED    COPAY    ALLOWED+  
SERVICE DATES       REV/HCPC             UNITS                                                  AMOUNT       AMOUNT            PAID    TAX AMOUNT    EOB   STATUS 
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
99999999999999 XXXXXXXX,XXXXXXXXXX X 999999999999999   99999999999999999  
99/99/99 99/99/99   99999/999                     999-                                                  999999.99-     999999.99-        999.99-       999999.99-                      VOID 
99/99/99 99/99/99   99999/999                     999-                                                  999999.99-     999999.99-        999.99-       999999.99-                      VOID 
99/99/99 99/99/99   001                                                                                          999999.99-     999999.99-        999.99-       999999.99-                      VOID 
VOID    TCN: 99999999999999999 DATED: 99/99/99                                                                                                    COB:  999999.99-   PAY: 999999.99-  
 
VOIDED CLAIM TOTALS: 9999                                                                                      TOTAL ALWD+TAX AMT: 9999999.99-                         
                                                                                                                                                                                          COB: 9999999.99-   PAY: 9999999.99- 

 

Figure 9-11. Voided Claims 

Any claims that have been voided will also appear on remittance advice, along with the TCN and date of 
the void. 

No other claim numbers will be associated with the voided claim. If you resubmit the claim information 
from the voided claim, it will be assigned a new TCN and will not be linked to the voided claim. 

Voided Claim 
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9.6.6 Coordination of Benefits Information 
 
XXXXXXXXXXXXXXXXXXXXXXXXXX                            GEORGIA MULTIHEALTHNET SYSTEM                                          
DATE:   99/99/99 XXXXXXXXXXXXXXXXXXXXXXXXXX                                DEPARTMENT OF COMMUNITY HEALTH                        
REMITTANCE:   99999999 XXXXXXXXXXXXXXXXXXXXXXXXXX                                                REMITTANCE ADVICE                         
REMIT SEQ:   99999999 XXXXXXXXXXXXXXX  XX  99999                                                                                                                                    
PAGE:   99999999 PROVIDER NO: 999999999-XXX                                                                                                                                                     
RPT PAGE: 999999999 CLAIM TYPE I - INPATIENT HOSPITAL        PAYMODE: PERCENT      
       ADJUDICATED   
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
MEMBER ID       MEMBER NAME          PAT CNTRL NUM                      TCN     BILLED    NONCOVERED    COPAY    ALLOWED+  
SERVICE DATES       REV/HCPC             UNITS                                                  AMOUNT       AMOUNT            PAID    TAX AMOUNT    
EOB   STATUS -----------------------------------------------------------------------------------------------------------------------------------------------------------
--------------------------------------------- 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999         99999999999999999                
9999 9999 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 999999 
99/99 99/99/99          99999                             999-                                           999999.99-        999999.99-       999.99-    999999.99-   9999 9999 XXXXXX  
EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999   
************** COB INFO *************************************************************************************************            
CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME  
-----------------------                   ------------------------                     ---------------                 -------------------------  
XXXXXXX1XXXXXXX2XXXXX   XXXXXXX1XXXXXXX2XXXXX   XXXXXXX1XXXXX   XXXXXX1XXXXXX2XXXXX                              
                        XXXXXXXXXX1XXXXXXXXX2XXXXX                              
                        XXXXXXXXXX1XXXX  XX  99999  
*****************************************************************************************************************************   
 
99/99 99/99/99          99999                             999-                                           999999.99-        999999.99-       999.99-    999999.99-   9999 9999 XXXXXX 
EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999   
****************** HMO INFO *********************************************************************************************  
CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME  
-----------------------                   ------------------------                     ---------------                 -------------------------  
XXXXXXX1XXXXXXX2XXXXX   XXXXXXX1XXXXXXX2XXXXX   XXXXXXX1XXXXX   XXXXXX1XXXXXX2XXXXX                              
                        XXXXXXXXXX1XXXXXXXXX2XXXXX                              
                        XXXXXXXXXX1XXXX  XX  99999  
*****************************************************************************************************************************   
99/99/99 99/99/99      001                                                                                    999999.99-        999999.99-      999.99-          999999.99-            XXXX           
                                                                                                                                                                    COB:  999999.99-        PAY:  999999.99-      
ADJUDICATED  TOTALS:  9999 CLAIM LINES                                                                                                                                          
                                                                                                                                    TOTAL ALWD+TAX AMT: 9999999.99-                                                         
                                                                                                                                                                    COB:  9999999.99-      PAY:  999999.99- 

Figure 9-12. COB Information 

When the claim is denied at the header level, this information appears in the COB info box: 

• Carrier name/address 

• Policy number 

• Policyholder name 

Coordination of Benefits Information
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This information appears when the claim is denied at the line item level: 

• Service dates from/to 

• Billed Amount 

• Noncovered amount 

• Copay paid 

• Allowed plus (+) tax amount 

• Status 

• COB amount received 

• Final payment amount 
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10. Financial Summary Page Adjustments 
This chapter includes an explanation of adjustments, a copy of the Adjustment Request form, and 
instructions for completing the Adjustment Request form. 

10.1 Adjusting a Paid Claim 
If you receive an inaccurate claim payment or receive a payment from a third party after Medicaid has 
paid, then you must submit an Adjustment Request form or adjust on the web portal to correct the claim 
payment. If you submit on paper, the Adjustment Request form must be submitted for each claim to be 
adjusted. The adjustment request must be submitted with a copy of the Remittance Advice that 
corresponds to the claim payment.  

Mail all Adjustment Request forms to: 

GHP 
Attn: Adjustment Request 
P.O. Box 5000 
McRae, GA  31055 

10.2 Refund Adjustments Due to Error 
You should use a personal check to refund a Medicaid overpayment. If the overpayment is due to an error 
on the claim, then you can include a completed Adjustment Request form with the overpayment refund. 
The completed form should include, within the narrative, the correct data to be applied to the claim. 

10.3  Refund Adjustments Due to Third-Party Overpayment 
You must refund payments that were received from a third party after Medicaid had already paid the 
claim. Adjustments can also be done on the web, creating a receivable against future payments. A refund 
is due within 30 days after the provider received the overpayment. Along with the refund check, the 
provider should also send these three items: 

• A completed Adjustment Request form 

• A copy of the Medicaid Remittance Advice that corresponds to the claim payment 

• A copy of the Remittance Advice received from the third party  

All refund checks and accompanying documentation must be mailed to the following address. Providers 
and hospitals use separate addresses. 

 Table 10-1. Addresses for all Refund Checks and Accompanying Documentation 
Provider Hospital 

Bank of America 
Lock Box 277941 
Atlanta, GA  30384 

Bank of America 
Lock Box 406867 
Atlanta, GA  30384 
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10.4 Filing Limitation 
Adjustment requests must be received within three months following the month of Medicaid payment. 
The payment date is reflected in the date located in the top right hand corner of the Remittance Advice 
page. 

Only paid claims can be adjusted. When an adjustment is performed, the original claim is voided resulting 
in the recovery if the entire paid amount. A new claim, the adjustment claim, is then created in the 
system, which incorporates the necessary requested changes and repays the provider for the services 
rendered. A paid claim can only be adjusted once due to this void and recovery process; however, an 
adjustment can be requested to the adjustment claim if additional changes are needed. 

10.5 Adjustment of Inaccurate Medicare/Medicaid Payments 
To appeal the amount paid for services to Medicaid/Medicare members, notify the appropriate Medicare 
Fiscal Intermediary of your appeal. (Any additional payment is through both Medicare and Medicaid.) If 
the payments are made to an incorrect provider or are above the amount due, return the erroneous checks 
or issue refunds to Medicare and to Medicaid for their respective shares. Any erroneous Medicaid 
payments or refunds due to DCH must be forwarded to the following address: 

Table 10-2. Addresses for all Erroneous Medicaid Payments or Refunds  
Provider Hospital 
Bank of America 
Lock Box 277941 
Atlanta, GA  30384 

Bank of America 
Lock Box 406867 
Atlanta, GA  30384 

10.6  Adjustment Request Form 
Please mail to: 

GHP 
P.O. Box 5000  
McRae, GA  31055 
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10.6.1 Adjustment Request Form (DMA-501) 
 
Adjustment Requests must be received within three months from the month of Medicaid payment. 
             
             
             
             
             
             
             
             
             
             
             
             
          
 
 
 
 
5. Please list the information to be corrected in Blocks 5A-5D. If the information to be corrected does not have a line number 
enter zero in the line number field. COB applied should always be line #0. 

5A 
 
Line to be Corrected 

5B 
 
Information to be Changed 

5C 
 
From (Current) Information 

5D 
 
To (Corrected) 
Information 

    

    

    

    

    

     
 
 
 
 
 
 
 
 
 

         Provider Signature       Date    

Figure 10-1. Adjustment Request Form 

1. Transaction Control Number (TCN) / Internal Control Number 
(ICN) of the paid claim to be adjusted as shown on the 
Remittance Advice 

Member Medicaid Information 
 
2. Medicaid Number 
  
 Member Name (Last, First, Initial) 

3. Provider Name/Address 
 
 
 
 
 Provider Number 
 
 Phone Number:  (       ) _____ - ________ 
 
 Provider Contact Person:  

4. Reason for adjustment (check one box) 
 
 A.  Apply COB (indicate amount in Block #5D) 
 B.   Change information as indicated in Block 5 below 
 C.  Void claim 
 D.  Medicare adjustment (attach all EOMB’s that apply to this adjustment) 

6. Explanation for Adjustment 

7. FOR DCH USE ONLY 
 
CCN            FS Line Amount $    
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10.7 Completion of the Adjustment Request Form 
Please complete the Adjustment Request Form (DMA-501) as completely and accurately as possible. 
Incomplete or inaccurate information can delay the adjustment process. Don’t forget: if you submit on 
paper, attach a copy of the associated Remittance Advice page before mailing your request. 

Table 10-3. Completion of the Adjustment Request Form 
Item Item Description What You Must Do 

1 Transaction Control Number (TCN) / Internal Control Number (ICN) Enter the 17-digit Transaction Control Number or 15-
digit Internal Control Number assigned to the claim. 

2 Member Medicaid Number 
 
 
Member Name 
 

Enter the member number exactly as it appears on the 
Remittance Advice for the TCN or ICN. 
 
Enter the name of the member exactly as it appears on 
the Remittance Advice for the TCN or ICN. 

3 Provider Name / Address 
 
Provider Number 
 
 
Phone Number 
 
Provider Contact Person 
 

Enter the provider’s name and address. 
 
Enter the identifying number assigned by the Provider 
Enrollment Unit. 
 
Enter the telephone number, including area code. 
 
Enter the name of a person who can be contacted 
regarding the adjustment, if necessary. 

4 Reason for Adjustment Mark an ‘X’ in the box that best explains the adjustment. 
5 Please list the information to be corrected in Blocks 5A-5D. If the 

information to be corrected does not have a line number, enter zero in 
the line number field. COB applied should always be line #0. 

Complete 5A-5D as needed. 

5A Line to be Corrected Enter the line from the Remittance Advice in Block 5A. 
5B Information to be Changed Write the item to be changed in Block 5B, such as 

procedure code, quantity. 
5C From (Current) Information Enter the incorrect information in Block 5C as it appears 

on the Remittance Advice, such as procedure, quantity. 
5D To (Corrected) Information Write the corrected information for that item in  

Block 5D. 
6 Explanation for Adjustment Use this area to list any additional information that may 

be needed to process the adjustment request. Always 
attach a copy of the RA page showing the paid claim 
information to clarify your request. 

7 For DCH Use Only 
 
Provider Signature and Date 

Leave blank. 
 
The provider must sign and enter the date. 
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10.8 Return to Provider Adjustment Letter 
Examples of missing information required for processing adjustment/voids include:  

• Missing signatures  

• Print or ink too light to microfilm  

• Incorrect/incomplete attachments  

• Incorrect claim type  

• Provider number incomplete or missing  

The adjustment/voids are returned when possible. To process for payment, the adjustment/voids must be 
resubmitted with the corrected or additional information. A Return to Provider (RTP) Adjustment letter 
attached to the adjustment/voids lists the reason for the returned information.  

An example of the Return to Provider Adjustment Letter is shown on the following page. (See Figure 
10-2) 
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Figure 10-2. Return to Provider Adjustment Letter 
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11. Appendix A: Categories of Service Numbers 
Following are numbers associated with each Category of Service (COS) for each program type. The 
numbers are displayed in numerical order. 

Table 11-1. COS Numbers 
Number Description 

010/070 Inpatient or Outpatient Hospital 
080 Swing-Bed Hospital 
200 Home Health 
230 Independent Laboratory  
270 Family Planning 
300 Pharmacy 
320 Durable Medical Equipment 
321 Pharmacy DME supplies 
330 Orthotics and Prosthetics/Hearing 
370 Emergency Ground Ambulance 
371 Emergency Air Ambulance 
380 NON-Emergency Travel 
381 NET-Exceptional Transportation 
410 Medicare Only Physical Therapy 
420 Medicare Only Rehabilitation Therapy 
430 Physicians 
110, 140-180 Nursing Facility 
431 Physician’s Assistant 
440 Medicare Only Speech Therapy 
440 Community Mental Health 
450 Dental 
470 Vision Care 
480 Nurse Midwifery 
490 Oral Maxillofacial Surgery 
540 Federally Qualified Health Center 
541 Rural Health Center-Hospital Based 
542 Rural Health Clinic 
550 Podiatry 
560 Medicare Only Chiropractic 
570 Psychological 
590 Community Care-Personal Support Service 
600 Health Check (under 21) 
660 Independent Care Waiver 
670 Ambulatory Surgical Center/Birthing 
680 Mental Retardation Waiver 
690 Hospice 
720 Dialysis Program – Technical 
721 Dialysis Program – Professional 
730 Pregnancy Related 
740 Advanced Nurse Practitioner/Certified Registered Nurse Anesthetics (CRNAs)  
760 Child Risk Case Management 
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Number Description 
760 Children At-Risk Targeted Case Management 
761 Perinatal Care Management 
762 Targeted Case Management for Adults AIDS 
764 Child Protective Services Case Management 
765 Adult Protective Services Targeted Case Management 
766 Pregnant Woman Substance Abuse 
767 Disease State Management Program 
770 Waivered Home Care – Medical Day Care 
790 Diagnostic, Screening and Preventative 
800 Early Intervention Case Management 
820 Medicare Only Licensed Clinical Social Worker Program 
840 Children’s Interventional Services 
850 GBHC 
851 SOURCE Case Management 
900 Pre-Admission Screening Resident Review (PASRR) 
910 Childbirth Education Program (non-hospital based) 
930 SOURCE Program 
960 Children’s Interventional School Services 
970 Georgia Pediatric Program-Case Management 
971 GAPP In-Home Private Duty Nurse 
972 CAPP Medically Fragile Daycare 
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12. Appendix B: Resource Tools 
This appendix describes how to use the following resource tools: 

• Telephone Inquiry 

• Medicaid Eligibility Inquiry 

• Billing Assistance 

• Enrollment Changes 

• Return To Provider Letter 

12.1  Telephone Inquiry 
You can speak with a live provider inquiry associate, Monday through Friday, 8:00 a.m. to 7:00 p.m. 
(except holidays). Following are the telephone numbers you can use to contact us: 

• (404) 298-1228 (Metro Atlanta) 

• (800) 766-4456 (toll free) 

The Provider Inquiry Unit will respond to inquiries regarding: 

• Billing procedures 

• Claims payment/status 

• Electronic claim submission 

• GBHC referrals 

• Member eligibility 

• Member liability 

• Program benefits 

• Provider enrollment 

• Service limitations 

• Web portal functionality 

• Prior authorizations and pre-certifications 
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12.2  Medicaid Eligibility Inquiry  
Be prepared to provide the information listed below so the CIC staff can best assist you with claim 
problems:  

• Internal Control Number (ICN) the 15-digit number found on each claim from your Remittance 
Advice (RA).  

• Provider Number  

• Date(s) of Service  

• Claim Status (Paid, Denied, In Process)  

• Member Name and Medicaid Number (the Medicaid ID Card if available)  

• The Explanation of Benefit (EOB) or error message, if applicable to your claim  

12.3   Billing Assistance 
The policy and billing manuals are always the first point of reference for questions. The billing manual 
reviews:  

• Required claim forms and necessary information  

• Sample remittance advices with explanations  

• Billing protocol  

• Order information for forms  

Billing training and EDI assistance is available to:  

• Assist you with billing problems  

• Install WINASAP2000 software for electronic billing  

• Review billing with your staff  

Call the telephone inquiry line to request billing training or assistance.  

12.4  Provider Enrollment Changes 
As a condition of continued Medicaid provider participation, all notifications of changes in address or 
enrollment must be made in writing. Enrollment changes that might affect claim reimbursement and that 
should be reported in writing include:  

• Address/location 

• Name of institution or business 
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• Telephone number 

• License information 

• Medicare provider numbers 

• Federal employer identification numbers 

• Social security number 

• “Payee” identifying information 

• Ownership information 

All checks for claim reimbursements that have been determined to be undeliverable by the post office are 
returned to the Financial Services Unit at the DCH. Financial Services personnel attempt to contact the 
provider by telephone to determine why the check was returned. If the check was returned due to an 
unreported address change, the provider is requested to forward a notification of change of address in 
writing to the Provider Enrollment Unit. The reimbursement check is held in the Financial Services Unit 
until the change information has been received. Upon receipt of the updated information, the check is 
mailed immediately to the new address. 

12.5  Return to Provider Letter 
Examples of missing information required for processing claims include:  

• Missing signatures  

• Print or ink too light to microfilm  

• Incorrect/incomplete attachments  

• Incorrect claim type  

• Provider number incomplete or missing  

The claims are returned when possible. To process for payment, the claim must be resubmitted with the 
corrected or additional information. A Return to Provider (RTP) letter attached to the claim lists the 
reason for the returned information.  
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Figure 12-1. Return to Provider Letter 


